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Wendy S. Beinner, AAG _

Chief Counsel, Division of Méntal Health
Department of Health, Agency of Human Services
1 Church Street, Third Floor E
P.O.Box70

_ Burlington, VT 05402

William G. Maddox

Trial Attorney

U.8S. Department of Justice

Civil Rights Division |
Special Litigation Section _
950 Pennsylvania Avenue, NW
Washington, D.C: 20530

Linda L. Keyser

Trial Attorney

U.S. Department of Justice
Civil Rights Division

Special Litigation Section

950 Pennsylvania Avenue, NW
Washington, D.C. 20530

Dear Attorneys Beinner, Maddox and Keyser,

Herein is the first compliance report submitted by Mohammed El-Sabaawi, MD., and Jeffrey

- Geller, M.D., M.P.H. pursuant to the Settlement Agreement (“Agreement™) entered into between
the United States and the State of Vermont (the Agency of Human Services, the Department of
Health, the Division of Mental Health and the Vermont State Hospital (“VSH™)), this Agreement _
resolving the investigation by the United States Deépartment of Justice (“DOJ”) pursuant to the
Civil Rights of Institutionalized Persons Act (“CRIPA™), 42 U.S.C. sec 1997. :

Our report follows the format of the Agreement with sections of our report numbered and
 lettered to correspond to the Agreement, Sections generally follow the structure of findings,
recommendations, and compliance indication. Recommendations are not explicitly stated when
they would derive quite clearly from the findings. Data to substantiate the findings are found in
the Supplements Section. : : . :




To pr0v1de examples of many of the pomts made chart reviews are prowded in Appendrx I. To
provide source material for the chart reviews, back-up documentation is provided in the
Attachmeénts. All chart reviews are referenced in the text of the report All back—up material is
references in the chart reviews. . -

This report represents the concurred opinion of the two experts in this case unless exphcnly
md1cated otherwise.

. DATA BASE

Documents
Vermont State Hospital (VSH) Status Report, Octobet 16, 2006
+ List of all patients with all their diagnoses and the name of attendmg psyclna’trrsts/physrcrans
Medication profiles for each patient by unit ‘
Adverse Drug Reaction (ADR) and Medication Error or Varlance (MVR) data, November 2005-
September 2006 o
Medication Event Reporting Forms, September 7, 2006- September 25, 2006; blank ADR report
- Minutes of the Pharmacy and Therapeutics Committee, February 23, 2006, April 27, 2006,
August 24, 2006
‘Minutes of the Medical Staff Committee, December 14, 2005, February 8, 2006 Aprrl 12, 2006,
' May 10, 2006, June 14, 2006
Drug Utilization Evaluation (DUES) provided as Peer. Revrew Tool for psychopharmacolo gic
interventions, January 3, 2005-October 11, 2006
Clozapine protocol -
Policy/Procedure/Protocol regarding treatment plannmg and any written training materials
Interdisciplinary Treatment Plan form (current)
Treatment Planning Policy, May 10, 2004.
Draft Treatment Planning Policy (to be presented at November Govermng Body
A Meeting)
'Specialized Inpatient Psychiatric Services (SIPS) treatment plan draft
Treatment Planning Meeting Structure '
.Organization of Discipline-Specific Reports for Treatment Planmng Meetings
Treatment Planning Reference Manual
Social and Independent Living Skills Modules
Life Skills Week Long Group List —revised September 28, 2006
Policy/Procedure/Protocol regarding psychratrro assessments
Certification Policy |
Organization of Discipline-Specific Reports for Treatment Planning Meetings
Policy/Procedure/Protocol regarding psychology services
Psychology Service Menu of Services
Pohcy/Procedure/Protocol regardrng emergency mterventrons
Current Bmergency Involuntary Procedures Policy '
Draft Emergency Involuntary Pro cedures Policy (to be presented at November Governing
Body Meeting)
.VSH Emergency Involuntary Procedures Reduction Program (EIPRP)



~ Participant Manual re gardmg Advanced Non-Abusive Psycholo gical and Physroal
Intervention (NAPPI) training
Trainer’s Manual regarding NAPPI training
VSH written final examination and Class summary Sheet regarding NAPPI training
- List of residents that experrenced seclusion and/or restraints during June to August 2006
List of residents receiving Emergency Involuntary Medications dunng June to August
2006
VSH revised Certificate of Need (CON) For Emergency Involuntary Procedure
- VSH CON For Involuntary Emergency Procedure-Post-Incident Considerations
VSH form regarding Daily Reports of Involuntary Procedures, Constant Observations &
Court ordered medlcatlons for Admissions Ofﬁce
~ Social Services :
' Staff List
Scope of Practice
Social Assessment form
. Social Assessment note (for admission less than three days)
- Aftercare and Discharge Planning Progress note (form and example)
Aftercare Referral form _
PPV/SV Weekly Update form
Notice of Discharge from PPV/SV
Job Description, Psychiatric Social Worker, VSH ‘
Job Specifications, Psychiatric Social Worker, VDHR
Job Description, VSH Social Services Chief, VSH
Policy/Procedure/Protocol regarding discharge
Discharge Planning Policy, September 1, 2005
Pre-placement Visit and Short Visit Policy, July 1, 2006
- Psychosocial Rehabilitation materials (frorh groups)
Problem Solving
Activity Focus Group
Communication Skills
Psychopharmacolo gy Data
Agpregate data on adverse drug reactions (ADR’s), January 2006—present
Aggregate data on medication variance reporting (MUR), January 2006-present
‘Last ten (10) completed medication event reports on drug variances '
Protection from Harm
VSH Mandatory Reporting Policy (effective May 10, 2004) and draft revision

Vermont Statutes Online Title 33, Chapter 69: Reports of Abuse, Neglect and
Exploitation of Vulnerable Adults

VSH database regarding incidents reported to Adult protecnve Services (APS) since
January 1, 2006

VSH database regardlng all mvestlgatlons of abuse/ neglect/ exploitation

Database regarding resident grievances in one month (August 2006)

VSH Employee Record Check Procedure

VSH Database regarding patient injuries (January to September 2006)

VSH Grievance and Appeal Policy

VSH Patient Event Reporting Policy

VSH Policy and Procedure regarchng Disciplinary Action and Corrective Perforrnance
Action . :




Randomly selected sample of Patient Event Repomng Forms (July to October 2006
VSH schedule of orientation provided to new employees .
VSH Restricted Items and Search policy
Inc1dent Management
V.SH database regarding patient m]umes (January to September 2006) -
Randomly selected sample of Patient Event Reporting Forms (July to October 2006)
VSH ngoreerng Body Injurles and Events/Variance Reports (October 2005 to August
. VSH Employee Injurles Reports and Analysis (June to August 20006) -
Notes of the Employee Injury/Workplace Safety Group (June 21 and September 7, 2006)
Draft of a new “Report of Employee Event” form
VSH Patient Event réporting Policy
VSH Variance Event Reporting Protocol
VSH Mandatory Reporting Policy (effective May 10, 2004) and draft revision)
VSH Employee First Report of Injury Protocol
. VSH Reporting Patient Criminal Activity to Law Enforcement Polrcy
© VSH Risk Assessment Protocol e

Publications
Fichtner C.G., etal: A self-assessment program for: multldlsclphnary mental health
~ teams. Psychiatric Services 52:1352-1357, 2001

Interviews

Terry Rowe, Executive Director .
Tom Simpatico, M.D., Medical Director
Ann Jerman, Nursing Administrator
Scott Perry, Quality Consultant
Lawrence Thompson, Ph.D., Director of Psychology
Mary Beth Bizzari, Pharmacy Director
JoEllen Swaine, Chief of Social Work
Denise McCarty, Executive Office Manager
Kathleen Daye, M.D., Primary Care Physician
Deborah Black, M.D. Neurology Services
Psychiatrists
Pam Fadness, M.D.
Sharon Satterfield, M.D.
- Maria Novas-Schmidt, M.D.
Jay Batra, M.D.
John Malloy, M.D.
- Richard Munson, M.D.
Robert Duncan, M.D.
Mary Hanson, Rehabilitation Services

Medical Records

Patient Charts



IV.

“Behavioral Treatment Plans”

'INTEGRATED TREATMENT PLANNING

. By thirty months from the Effective Date hereof, VSH sha{ll provide mfegfated, individualized protections,

services, supports, and treatments (collectively "treatment") for the individuals it serves, consistent with
generally accepted professional standards of care, In addition to implementing the discipline-spécific
treatment planning provisions set forth below, VSH shall establish and implement standards, policies,
protocols and/or practices to provide that treatment determinations are consistently coordinated by an
interdisciplinary team through integrated treatment planning and embodied in a single, integrated plan.



A Interdisciplinary Teams

By thirty months from the Bffective Date hereof, the interdisciplinary team's membership shall be
dictated by the particular needs, strengths, and preferences of the individual in the team's care,
. and, at-a minimum, the interdisciplinary team for each individual shall:

e N
1. - Have as its primary objective the provision of individualized, integrated treatment that
optimizes the patient's opportunity for recovery and ability to sustain himself/herself in
the most appropriate, least restrictive setting, and supports the patient's interests of self
determination and independence. A - '

Data

See case material provided in Appendices I and II with back-up material in -
Attachments 1-7. ' '

Findiﬁg&

. VSH is failing to consistently meet its own requirements pursuant to its own
‘Treatment Planning Policy as follows: '
e VSH clinical staff shall ensure that treatment detérminations are
_ consistently coordinated by an interdisciplinary team through integrated
treatment planning and embodied in a single, integrated plan.”
*  The interdisciplinary team for each individual shall have as its primary
' ' objective the provision of individualized, integrated treatment that
optimizes the patient’s opportunity for recovery and ability to sustain him
or herself in the most appropriate, least restrictive sefting, and supports the
 patient’s interests of self determination and independence; beledbya °
treating psychiatrist who shall assume primary responsibility for the
individual’s freatment; shall consist of a stable core of members, including
the individual, the treating psychiatrist, registered nurse, and the social
worker and, as the core team determines is clinically appropriate, other
team members; meet-every 30 days, and more frequently, as clinically
* indicated. . A .
e Treatment plans shall provide that where possible, individuals have
" substantive, identifiable input into their treatment plans. :

« TIndividuals are informed of the purposes and side effects of medication
and the therapeutic means by which the treatment goals for the particular
individual shall be addressed, monitored, reported, and documented. “

« Treatment and medication regimens are modified, as appropriate,

" considering factors such as the individual’s response to treatment,
significant developments in the individual’s condition, and the
individual’s changing needs. - : -

« Treatment planning shall be based on a comprehensive case formmulation
for each individual that emanates from an integration of the discipline- .
specific assessments of the individual. :

* Misla‘téeled “NM” in the otiginal Settlement Agreement



Compliance:

Treatment planning shall be driven by individualized needs, build on an
individual’s current strengths, and that provide an opportunity to improve
-each individual’s health and well being. Specifically, the treatment team
shall develop and prioritize reasonable and attainable goals/objectives;
provide that the goals/ objectives address treatment and rehabilitation;
write the objectives in behavioral and measurable terms; provide that there
are interventions that relate to each objective; design a program of
interventions throughout the individual’s day with a minimum of 20 hours
of clinically appropriate treatment/rehabilitation per week; and prov1de
that each treatment plan integrates and coordinates all selected services,
supports, and treatments specifically responswe to the plan’s treatment
and rehabilitative goals.

The treatment team shall revise the objectives, as appropriate, to reﬂect
the individual’s changing needs; monitor, at least monthly, the goals,,
objectives, and interventions identified in the plan for effectiveness in
producing the desired outcomes; review the goals, objectives, and -
interventions more frequently thah monthly if there are clinically relevant
changes in the individual’s functional status or risk factors; and provide
that the review process includes an assessment of progress related to
‘discharge.

Partial

Recommendations

% VSH should formerly imblément the “Treatment Planning Meeti_.lig
Structure” — see Appendix III, Ytem #1.
< VSH should continue ongoing training in treatment planning.

qu‘a'

See Supplement #1.

2

Be led by a treating psychiatrist who, at a minimum, shall
a.  assume primary responsibility for the individual's treatment;
Compliance: in compliance
b, require that each member of the team particip'ates appropriately in assessing the
individual on an ongoing basis and in developing; monitoring, and, as necessary,
revising treatments;
Findings
* Initial assessment shows a wide range of quality and
occasionally are absent. - .



* Ongoing assessment w1th timely revision of treatment plans
~ madequate

Compliance: Partial
e, require that the treatment team functions in an interdisciplinary fashion; and

Data: See supplement #1, For example of absence of -
interdisciplinary process, see first Team Meeting recorded.

Findings: Not occurring on some teams, reasonably done on other.
Compliance. Partial -

d. - require that the scheduling and coordination of assessments and team meetings,
tlie drafting of integrated treatment plans, and the schedyling and coordination

of necessary progress reviews occur in a timely fashion.

Findings: Timelines met considerably more often than not, but
less than 100%.

Compliance: Partial
3.  Have its composition dictated by the md1v1dua1's particular needs, strengths and
preferences, but shall consist of a stable coré of members, including the individual, the
treating psychiatrist, nurse, and the social worker and, as the core team determines is
clinically appropriate, other team members, who may include the individual's family,
guardian, advocates, and the pharmacist and other clinical staff.

Compliance: In compliance

4, . Complete training on the development and unplerrientatlon of interdisciplinary treatment

plans to the pemt that mtegrated treatment plans meet the requirements ef section IV, B,
infra,

Compliance: Partial
5. Meet every 30 days, and more frequently, as clinically indicated.

Findings: Treatment teams fail to consistently meet when
clinically indicated. Thresholds and indicators yet to be
developed. '

Compliance: Out of compliance
Integrated Treatment Plans

By twenty-four months from the Effective Date hereof, VSH shall develop and implement policies .
“and/or protocols regarding the- development of treatment plans consistent with generally accepted
professional standards of care, to provide that:



where possible, individyals have substantive, ideﬂﬁﬁgb le input into their ireatment plané;
'Findings: Substantial variation aéross Teams
Compl z'aﬁce: Partial |
: treaimént planning provides timely attention to thé needs of each individﬁal, in.parti;:ular:
a initial treatment plans are completed wiﬂlm 24 hours of admiss.ion; |
* Compliance: Compliance
b., - ..masterl té;atmenf p]Z;IlS are cum.p‘leted within seven days of admission; and
Compl-iance': Compliancé |

. treatment plan reviews are perfoi’mgd every 14 days d_uring'the first 60 days of
hospitalization and évery 30 days thereafter.

Compliance: Compliance
individuals are informed of the purposes and side gffects of medication;

Findings: Inadequate datg |
each treafment pl.an-specifically identiﬁés; the therapeuﬁc means by which the treatment
goals for the particular individual shall be addressed, monitored, reported, and

documented, consistent with-generally accepted professional standards of care; and

- Data: See data in Appendices I and TI, Attachments 1-7 and
Supplement I, o : ‘

Findings: ‘Treatment Plans at VSH fall below just about every
standard VSH has set for itself — see below,

Compliance: Out of complfance
Recommendations

% VSH should implement the process outlined in
“Organization of Discipline-Specific Reports for
Treatment Planning Process (Appendix I, Item #2).
The outcome should be a meaningful, individualized
plan to treatment and care organized during the lines of
the draft — see Appendix ITI, Item #3.




Data

For examples of the current status of Treatment Plans at
VSH, see Appendix I: MR # | NNINENL . -

5. treatment and medication regimens are modified, as appropriate, considering factors such

as the individual's response to treatment, significant developments in the individual's
condition, and the individual's changing needs.

Same as Section IV.B.4,

By thirty months from the Effective Date hereof, VSH shall use these policies and/er protocols to
provide that treatment planning is based on a comprehensive case formulation for each individual
that emanates from an integration of the discipline-specific assessments of the individual
consistent with generally accepted professional standards of care. Specifically, the case -
formuiation shall: ‘ '

assessments, including diagnosis and differential diagnosis;

L be derived from analyées of the information gathered from discipline-specific

" Same as Section I[V.AB

2, include areview of pertihent history, predisposing, precipitating and perpetuating factors
present status, and previous treatment history;

3

Same as Section IV.A,B
3. consider bidchemica] and psychosocial factors fér each category in § IV C2 gbove; _
- Same as Secﬁon'IV.A,B . |
4. consider. such factors as age, gen.der,r cuIturé, treaimenf adherence,‘ and medication issues

that may affect the outcomes of treatment interventions;
Same as Section [V.A,B

5.. enable the treatment team.to reach sound determinations about each individual's
treatment and habilitation needs; and :

Same as Section IVAB

6. ‘make preliminary determinations as to the least restrictive setting to which the individual
' should be discharged, and the changes that will be necessary to achieve discharge.

| Same as Section IV.AB

By thirty months from the Effective Date hereof, VSH shall use these policies and/or protocols to
provide that treatment planning is driven by individualized needs, is strengths-based (i.e., builds
on an individual's current strengths), and that it provides an opportunity to improve each
individual's health and well being, consistent with generally accepted professional standards of
care, Specifically, the treatment team shall:- :

-

10




develop and prioritize reasonable and attainable goa'ls/objecti'ves (e;g. relevant to each
individual's level of functioning) that build on the individual's strengths and address the

individual's identified needs and, if any identified needs are not to be addressed, provide -

arationale for not addressing the need

" Data: See Appendix T and TI, Attachments 1-7, and Supplement #1
Findings: Training has just begun in this area
Compliance: Not in eompliance :

provide that the goals/objectives address freatment (e.g. for a dlsease or d1sorder) and
rehabilitation (e.g. skllls/supports/qualny of life activities); -

Data: See Appendix I and II, Attachments 1-7, and Supplement #1 .

Findings: Training has just begun in this area
~Compliance: Not in compliance

write the objectives in behavioral and measurable terms;

Data: See Appendlx I and 11, Attachments 1-7, and Supplement #1
Findings: Training has just begun in this area
Compliance: Not in comphance

provide that there are interventions that relate to each objective, specifying who will do
what, within what time frame, to assist the individual to meet his/her goals as specified in
the objective;

" Data: See Appe'ndixl and II, Attachments 1f7, and Supplement #1
Findings: Training has just begun in this area
Compliance: Not in compliance -

design a program of interventions throughout the 1nd1v1dua1’s day wuh a minimum of 20
hours of clinically appropriate treannent/rehablhtatlon per weelk; and

Data: See Appendix I and II Attachments 1-7, and Supplement #1
Findings: Trainirdg has just begun in this area
Compliance: Not in compliance

provide that each treatment plan infegrates and coordinates all selected services, supports,
and treatments provided by or through VSH for the individual in a manner speelﬁcally
responsive to the plan's treatment and rehablhtatwe goals.

Data: See Appendlxl and II, Attachments 1-7, and Supplement #1

Findings: Training has just begun in this area
Compliance: Not in eomphance

By thirty months from the Effective Date hereof, VEH' shall revise treatment plans as appropriate
to provide that planning is outcome-driven and based on the individual's progress, or lack thereof,
as determined by the scheduled monitoring of identified treatment objectives, consistent with

- generally accepted professional standards of care. Specifically, the treatment team shall:

Data: See Appendices 1 and 11, Attachments 1-7, and Supplement 1.
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5

- revise the objectives, as appropriate, to reflect the individual's changing needs; - .

Findings: Compliance relevant to revision of treatment plans is
dependent upon the development of adequate Master Treatment Plans.
See Section IV.

Compli'ance: ‘'Not in compliance

monitor, at least monthly, the goals, objectives, and interventions identified in the plan
for effectiveness in producing the desired outcomes; :

Findings: Compliance relevant to revision of treatment plans in
dependent upon the development of adequate Master Treatment
Plans. See Section IV. :

Compliance: Not in compliance

teview the goals, objectives, and interventions more fréquently than monthly if there are
- clinically relevant changes in the individual's functional status or risk factors;

Findings: Compliance relevant to revision of treatment plans:in
dependent upon the development of adequate Master Treatment
Plans. See Section IV. - -

Compliance: Not in compliance

provide that the review process includes an assessment of progress related to discharge;
and ‘

Findings.' Compliance relevant to revision of treatment plans in
dependent upon the development.of adequate Master Treatment -
Plans. See Section IV. ' :

‘Compliance: Not in compliance

base progress reviews and revision recommendations on data collected as specified in the
treatment plar. ‘ : .

Findings: Compliance relevant to revision of treatment plans in
dependent upon the development of adequate Master Treatment — *
"Plans. See SectionIV. '

Compliance: Not in compliance

MENTAL HEALTH ASSES SMENTS

four moﬂths from the Effective Date hereof, VSH shall ensure that, consistent with generally
accepted professional standards of care, each individual shall receive, promptly after admission to VSIH, an .

12




asse,
and

degree possibl

ssment of the conditions responsible for the individuals admission, and provide that it is an accurate

complete to

the degree possible given'the obtainabje information at the time of admission. To the

e given the attainable information, the individual's interdisciplinary team shall be responsible

for Investigating the past and present medical, nursing, psychiatric and psychosocial factors bearing on the

Dpatient!

Psychiatric Assessments and Diagnoses . .

1.

By twenty-four months from the Effective Date hereof, VSH shall yse the diagnostic .
protocols in the most current Diagnostics and Btatistics Manual ("DSM") for reaching the
most accurate psychiatrie diagnoses, . :

Findings: Diagnoses a# made in sample of cases in Attachments
1~7 used DSM-IV diagnoses S

Compliance: In cdmp]iance

. By twenty-four months from the Effective Date hereof, VSH shall ensure that all

psychiatric assessments are consistent with VSH's standard diagnostic protocols,

Findings: While diagnoses use DSM:IV diagnoses (see A.1.
above), psychiatric assessments do not always provide adequate

Justification for diagnoses, drop diagnoses without explanation,
change diagnoses without rationale, or fail fo resolve conflictual
‘diagnoses in different places in the chart, e, &, contemporaneous

psychiatry, psychology and social work diagnoses,

of the above.
Compliancé: Not in compliance

By twenty-four months from the Effective Date hereof, VSH shall ensure that, Within 24
hours of an individual's admission tg VSH, the individual receives an initial psychiairic
assessment, consistent with VSH's protocols. .

Findings: Psychiatric Assessments were completed within 24

hours, but we were shown no VSEH protocols indicating what wag
required in this assessment, ‘

Compliance: Not in compliance (since Pbrotocols not yet developed)
By twenty=four months from the Effective Date hereof, VSH shaﬂ ensure that:

a. clinically Justifiable, current assessments and diagnoses are provided for each
individual; : : :

13




B.

Findings
» TInitial Psychiatric Assessments do not consistently provide
the basis for the diagnosis.
» Diagnoses are not consistently updated and recorded.
» Psychiatric Assessments provide little Justlﬁcatlon for
evolutlon of dlagnostlc con31derat10ns
Compliance: Partial '
Data

For examples of the status of VSH’s Psichiatric Assessments, see

Aﬁpendix I, MR# -, # , -,' and #

For examples of issues around diagnoses, see A: endix I, MR#

See Supplement #2.

b. the documented justification of the diagnoses are in-accord with the criteria
contained in the most current DSM;

Same as V.A.4.a.
c. - differential diagnoses, "rule-out" diagnoses, and diagnoses listed as "NOS"("'Not

Otherwise Specified") are timely addressed, through clinically appropriate
"agsessments, and resolved in a clinically justifiable manner; and :

- Same as V.A4d.a. .

d. each individual's psychiatric assessments, diagnoses, and medications are
collectively justified con51stent with generally accepted professmnal standards
of care. :

Same as'V.A.4.a.
5, By eighteen months from the Effective Date hereof, VSH shall develop protocols

consistent with generally accepted professmnal standards of care to ensure an ongeing
and timely reassessment of the psychiatric causes of the individual's contmued
hospitalization.

[3

Compliance: Not in compliance
Psychological Assessments
1. By thirty months from the Effective Date hereof, VSH shall ensure that patients referred

by the ireating psychiatrist for psychological assessment receive that assessment,
consistent with generally aceepted professmnal standards of care, in a timely manner.

14
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[

These assessments may include diagnostic neuropsychological assessments, cognitive
assessments, and 1.Q./achievement assessments, to guide psychoedncational (e.g., -

instruction regarding the illness or disorder, and the purpose or objectives of treatments

for the same, including medications), rehabilitation and habilitation interventions, and

- behavioral assessments (including functional analysis of behavior in all settings), and

personality assessments.
_Findings
. _Psychology is not providing useful assessments.

* Psychologists are not functioning in 2 manner to inform
other disciplines’ assessments.

Compliance: Out of compliance

Data:. Exarﬂpleé of Psychological Assessments can be foundin |

Appendix I Medical Record + | NN + NN, - HODD
, and # [N, : ~

See Supplement #3

Recommendations: Support and expand the recruitment and
retention of neurologist, neuropsychologists, Ph.D.
psychologists and behavioralists, '

By thirty months from the Efféctive Date hereof, all psychological assessments,
consistent with generally accepted professional standards of care, shall:

a. exﬁ_ressly state the purpolse(s) for which they are performed;
Same as V.B.1.
b. be based on current, accurate, and complete data;
Same as'V.B.1,
c. -include an accurate, complete, and up-to-date summary of the individual's

relevant, clinical, and functional history and response to previous treatment;
Same as V.B.1. .
d. - where relevant to the consultation, include sufficient elements of behavioral
assessments to determine whether behavioral supports or interventions are
warranted or whether a comprehensive applied behavioral analysis and plan are

required;

Findings: Only two current behavioral plans despite many
patients having problematic behavior (not always
disruptive), often as a result of medication refusal.

Compliance: Out of cbmpliance

15 .




f. include a Summary of the empirical basjs for al} conclusions, where possible
and-
Same as V.B.1,
E. identify any unresolved issues encompassed -

by the assessment and, where appropriate, sp'eci_fy further observations, records,
Orre-gvaluations that should be undertaken in endeavoring to resolve such
issues, - '

Same as V.B.L

"rule-out" and deferred diagnoses,

Same as V.B.1.

Rehabilitation Alsessments

The treating psychiatrist shall determine and document his or her decision, prior to the
initial reatment team mesting, whether o comprehensive rehabilitation assessment is
required for a patient. When requested by the treating psychiatrist, or otherwise
requested by the treatment team or member of the treatment team, VSH shall perform a

rehabilitation assessment shall be docymented in the patient's record and contain a brief
description of the reason(s) for the decision,

Findings:
* Inmany charts, these assessments are not pfesen_t.

* Rehabilitation Assessments are not even structured to focus
-on rehabilitation. o

16




* Assessments are leisure activities, inventaries, etc.
Compliance: Out of compliance

ilitation Assessments can be found in _
, #

Data: Examples of Rehab
Appendix ITI, Ttems #
. :nd #

-
w

.Recommendaz‘ions:

% Establish a department/division of Psychosocial
Rehabilitation, : o _ o
¢ Recruit people with specific expertise in this area,

2. By thirty months from the Effective Date hereof, ali rehabiiitation assessments will be -
consistent with, generally accepted professional standards of care and shal]:

a, " be accurate, and coherent as to the individual's functional abilities;
Same as V.C.1.

b, identify the individual's life skills prior to, and over the course of, the mental
illness or disorder; ‘

Same as V.C.1.’

¢ identify the individual's observed and, separatély, expressed interests, activities,
and functional strengths and weaknesses; and < '
Same as V.C.1,

d. provide specific strategies to engage the individual in appropriate activities that
he or she views ag personally meaningfial and productive,

. Same as V.C.1.

- criteria in § V.C.2, shove,

Compliance: Not in compliance -

.. Social History. Assessments

By eighteen months from the Effective Date hereof, VSH sha ensure that each individual has a

sacial history evaluation that i consistent with generally accepted professional standards of care,

" This includes identifying factal inconsistencies AIIONg sources, resolving or attempting to resolve
inconsistencies, ang explaining the rationale for the resolittion offered and reliably informing the

indivic_lual‘s treatment team about the individual's relevant social factors.

17




Findings: SW Assessments run the gamut from not even being in the
chart (2 D, to poorly done (# ) to well done (and contributing

 significantly to the database about the patient (¢ | ).
Compliance: Partial

Data: For examples of SW Assessments, see Appendix IIJ, records #

M. Il (absent), and # | K
See Supplement #4 )
' Recommendations

< Consider increase in presence of Masters-prepared social
. workers. ' -

% Conduct audits-of SW’s products in the medical record.
< . Focus on decrease of duplicatioxi.

VI. . DISCHARGE PLANNING AND COMMUNITY INTEGRATION .‘

Taking into account the limitations of court-imposed confinement, VSH shall pursue actively the:
* appropriate discharge of individuals to the most integrated, appropriate setting that is consistent with each
_person's needs and to which they can be reasonably accommodated, taking into account the resources
available to the State and the needs of others with mental disabilities. '

¥

A, By thirty months from the Effective Date hereof, VSH shall identify at admission and address in

treatment planning the particular considerations for each individval bearing on discharge,
inchiding: ' ' ‘

L. those factors that likely would foster successful discharge, including the individual's
strengths, preferences, and personal goals;

F indings

< VSHfailsto consisteﬁtly follow its own Discharge Planning
Policy as follows:

— Every patient’s aftercare plans shall: be created at the
time of admission and updated periodically; provide
specific interventions and supports designed to promote
recovery in the least restrictive manner possible; and
provide placements which are likely to maintain or

. improve the patient’s level of psychosocial functioning. -

—  Within three (3) days of patient’s admission to Vermont
State Hospital, the patient’s assigned social worker will

_complete an Initial Social Assessment. This assessment
will include a preliminary discharge plan focusing on

** Mislabeled “B” in the original Settlement Agresment
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the patient’s strengths and needs and setting forth
Tecommendations for aftercare. - .

— Each Initia) Interdisciplinary Treatment Plan sha)]]

contain a Socjal Service Interventjon which addresses
- Boalsrelated to discharge planning. '

— Discharge planning is 2 process that continues
throughout a person’s hospitalization. Changes in the
patient’s condition and circumstances may require

- changes 1o the discharge plan, :

~ PPV appears to have been established for the benefit of
state-operated services and not for the benefit of
batients, ' o

- — PPVisnoteven Practical according to the VSH policy
addressing PPV's, _

Corhplz‘ance: Partial compliance

Data: For record documents problematic discharge practices, sce

Appendix I, MR # , # , # , and Appendix I, MR
# , and # . ‘
2 the individual's Symptoms of menta] illness or psychiatric distress;

Same as 1 above

3 barriers preventing the specific mdividual from being discharged to a more Integrated

. environment, especially difficnlties rajsed In previously unsucecessful placements, to the
- extent that they are known; and .

Same as | above

4, the skills Necessary to livein a setting i which the individual‘may be placed,

Same as 1 above

By six months from the Effective Date hereof, VSH shall provide the opportunity, beginning at the
time of admission and continuonsly throughout the individual's stay, for the individual to be an
active participant in the discharge Planning process, ag appropriate, -
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1. measurable interventions regarding his or her particular discharge considerations; *

Findings: See Section IV.B. VSH continues to struggle with the
“measurable” requirement.

Compliance: Partial compliance
,2.‘ . the pérsnns responsible for accpmpiishing the interventiolns; and
‘Same as 1 above
3 the timeﬁ'ames for completion ollf the interventions.

Same as 1 above

By twenty-four months from the Effective Date hereof, when clinically iﬁdicated, VSH shall

transition individuals into the.community consistent with generally accepted professional
standards of care. In particular, VSH shall ensure that individuals receive adequate assistance in
transitioning prior to discharge. :

Findings:
See Section VD

VSH has a cohort of Nursing Home patients who do not require state
. hospital level of care as follows: _ '

* VSHhas a very problematic discharge practice referred to as Pre-
~ Placement Visits (PPV). Where the patient may safely receive
psychiatric care in a less restrictive setting, such as another
designated hospital or community mental health agency, the
patient may be transitioned to the alternative care provider ori a
“pre-placement visit” (“PPV™) prior to discharge. Pre-placement
visits are usually two weeks in duration but may continue for up to
30 days. All patients-on pre-placement visit remain patients of
VSH. When a patient is on pre-placement visit, the patient’s VSH
treatment psychiatrist shall receive at least weekly reports/updates
from the PPV care provider. Ifa patient is returned to VSH from
PPV, the returning patient will be viewed as a new admission and
treatment staff shall follow the procedures as outlined in the VSH
Admissions Policy. , '
* PPV appears to have been established for the benefit of state-
operated services and not for the benefit of patients. :
* PPV is not even practical according 1o the VSH policy addressing
PPV’s, '

Compliance: Out of compliance o :
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" Data

Table 1. Nursing Home Cohort as of September 12.. 2006

Patient Diagnosis(es)

Patient F ' - ' end stage Alzh/TBI

Patient L. - mod-end stage Alzh

Patient O . - mod stage Alzh

Patient S . - BPAD and end-stage COPD

Patient K ' BPAD and mul‘uple other medical
- Patient H o TBI

Recommendations

L7
"

4
L

-
*»

)
L3

Dlscontmue the practice of PPV’s.

Improve discharges to Nursmg Homes by makmg .
cooperatively to.expand services to VSH—dlscharges and VSH—
diversion jn Nursing Homes.

‘0 Supplemental rate

o Psychiatrist consultation
Prioritize placements of VSH patients in all entmg and newly
created residential programs.
Continue the development of bridge programs. ,
Consider expansion of UVM’s psychiatry department into
public sector outpatient settings.

Discharge ﬁlanning shall not be concluded without the referral 'of a resident to an appropriate set
of supports and services, the conveyance of information necessary for discharge, the acceptance of
the resident for the services, and the dlscharge of the resident,

Findings: See Section VID.

Compliance' Not in compliance

By thirty months from the Effective Date hereof, the State shall develop and implement a quahty
assurance/improvement system to monitor the dlscharge process,

Findings: Not in compliance

VIL. * SPECIFIC TREATMENT SERVICES

A‘,

Psychiatric Care

By thirty months from the Effecﬁve Date hereof, VSH shall provide all of the individuals it serves

adequate and appropriate routine and emergency psychiatric and mental health services consistent
with generally accepted professional standards of care,
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Data
Records in Appendix T as follows:

Medication Practices MR

Records in Appendix 11 as follows:
| Medication Practices MR
Refusers
Consequences of Medication
Refusal -

Progress Notes -

I otk e H

#

Table 2. Psychiatric Medication Use (n = 54)
Polypharmacy (Two or more antipsychotics)

without PRN’s -

Two atypicals - 6

~ One atypical + one typical 4
Two atypicals + one typical 1
Total on two or more ' 11

PRN’s
" Benzodiazepine - 22
Antipsychotic o 15
Other behavioral g 2

| Benzodiazepines

Standing order for one 9
Standing order for two 2

PRN 22

22

only with PRN’s’

2
2
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Table 3. Adverse Drug Reactions

- Month o _ . No. of ADR’s
November 2005 0
December 2005 1
January 2006 ' 0

 February 2006 . - . 5
March 2006 ‘ o 0
April 2006 2
May 2006 1
June 2006 0
July 2006 0
August 2006 0
September 2006 0

Table 4. Refusing Medications as of September 12, 2006

Patient  Dateof Admission  Red Days -~ Cast of Hospitalization’

Patient D A6 119 © 7 $101,150
Patient A - 6/26/06 c 84 _ 71,400
Patient T 6/1/06 . %8 . 83,300
Patient W - 5/5/05 483 - ' .410,550
Patient S 5/27/05 - 470 399,500
PatientN - 6/16/06 84 R 71,400
Patient V 5/9/06 - 121 . -102,850
Patient F 721006 56 47,600
Patient C 8/10/06 35 29,750
- Subtotal 1,550 , $1,317,500
Patient L. 2003 (1,600 850,000
Total ' 2,550 $2,167,500

By thirty months from the Effective Date hereof, VSH shall develop and implement policies and/or
protocols regarding the provision of psychiatric care consistent with generally accepted professional
* standards of care. In particular, policies and/or protocels shall address physician practices regarding:

a. documentation of psychiatric assessments and ongoing reassessments as per §
V.A, ahove; . : ‘

Findings =

* The admission psychiatric assessments failed to include ;aplan of
- care. Thisisa significant departure from generally accepted
standards of care. Due to this deficiency, a number of individuals
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who had relatively short hospital stays were discharged from the
facility without documentation of an adequate plan of care that

~ ensured safety provided needed diagnostic clarification and
directed needed treatment and rehabilitation services durrng their
admission (e.g., # 28069 and # 28150).

The admission psychiatric assessments are generally completed
within 24 hours of hospitalization. While this practice is timely
and appropriate, many of the residents are unable to provide
meaningful information due to acute symptomatology at that time.
This has resulted in deficiencies in the completion of mental status
examination (e.g., cognitive functmmng) and the integration of
appropriate information from collateral sources and other
disciplines. These deficiencies are generally not corrected in
subsequent progress notes.

Compliance: Partial compliance

Recommendations: Require a follow-up updare of the
admission assessment, as appropriate, by the seventh
“hospital day.

documentation of significant developments in the individual's chrueal status and
.of appropnate psychiatric follow up; -

F mc_lmgs

* The psychiatric reassessments, as documented in
progress notes are generally focused on a cross-
sectional evaluation of the individual at the time of the
interaction and often fail to provide meaningful review
of important developments in the individual’s
condition, and their context, during the previous
interval. :

* Intoo many charts, there is failure to provide timely
and adequate modifications of the scheduled medication
regimen even in response to adverse developments in

. the individual’s condition, including behaviors that
require the use of restrictive interventions.

* When both pharmacological and behavioral
interventions are provided, there is failure to integrate
treatments. There is no documentation of an exchange
of data between the psychiatrist and the psychologist in
order to distinguish learned behaviors from those that
are targeted for pharmacological therapies and to refine
diagnosis based on this exchange. '

* There is failure to assess and refer residents who are
refractory to current drug reglmens for
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electroconvulsive treatment (ECT) when clinically
indicated. ‘ S

- Compliance: Partial compliance _ R

timely and justifiable updates of diagnosis and treatment, as clinically
appropriate; : .

Findings: Diagnoses listed as NOS are not finalized in a
timely manner in some cases (e:g., # - and# .

‘Com_plz'an'ce.: Partial compliance

_documentation of analyses of risks and benefits of chosen treatment
interventions;

Findings: Documentation of analyses of risks and bencfits of
chosen treatment interventions are only occasionally found.

Compliance: Parhal compliance

 assessment of, and attention to, high-risk behaviors (e.g. assaults, self-Karm,

falls) including appropriate and timely monitoring of individuals and
interventions to reduce risks; ‘ ‘

Findings

* The ongoing assessments generally fail to track risk factors,
assess contributing factors and provide timely supports and
interventions to minimize the risk.

* - Medication refusers are not addressed in a timely fashion;
this creates unnecessary risks to other patients and staff,

Compliance: Not.in compliance -

Recommendation: Address judicial delays for medication
refusers. ‘

documentation of, and responses to, side effects of prescribed medications; and

Findings: Documentation of, and responses to, side effects of
prescribed medications are inconsistently reported. Orders
change medications without corresponding progress notes.

Compliance: Partial compliance

timely review of the use of "prd re nata" or "as-needed” (“P'R_N") medications
and adjustment of regular Ireatment, as indicated, based on such use.
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Findings

* The prescription and administration of PRN medications
are generally based on generic and ill-defined indications
(typically for “agitation”). Such practice lends itself to
misuse of these modalities and increases the risk of use for
the convenience of staff and as substitute for active
treatment. ‘

+® There is almost universal failure to rfeview the use of
medications prescribed on an as needed basis (PRN) and/or
STAT and to utilize the use of these medications to reﬁne
-diagnosis and/or adjust regular treatment.

Compliance: Not in compliance
. Recommendations
% Review and revise PRN medication policy.

%+ Do a point-in-time study of the actual
administration of PRN medication.

- By thirty months from the Effective Date hereof, VSH shall develop and implement
. policies and/or protocols to ensure system-wide monitoring of the safety, effectiveness,

and appropriateness of all psychotropic medication use, consistent with generally
accepted professional standarcls of care. In particular, policies and/or protocols shall
address:

1. monitoring of the use of psychotropic medications to ensure that they are:

Findings

* VSH has a Pharmacy and Thérapeutics Committee that
provides some oversight regarding medication
management. The comrnittee does not include a dietary
representative to address issues of food-drug
interactions.

* At present, VSH does not have formalized systems to
ensure systematic monitoring of the appropriateness,
~ efficacy and safety of medication use.

. At present, there continues to be examples of

- inappropriate long-term use of high risk medications.
‘These include: :

—  General trend of PRN and Stat administration
without specific justifyingsindications and
proper review of the circumstances of use, the
resident’s response and the adjustment of

26




diagnosis and/or regular treatment, as
appropriate, based on this review '

~— Benzodiazepine use without monitoring of
effectiveness or negative impact on the residents
functioning (e.g., # | and # .
including those residents who suffer from
dementing illnesses (e.g., # o)

— + Anticholinergic medications without
documentation of the justifying indications (e.g.,
# [ and # D

— Antipsychotic polypharmacy without
documented strategies that justify the use (e.g.,

# I+ I o D

— Conventional antipsychotic medications for
. residents suffering from tardive dyskinesia (TD)
without proper monitoring and/or justification’
(ce.* D

Compliance: Not in compliance

Recommendations:

< Develop procedures that establish facility’s
standards régarding high-risk medication uses
including PRN/STAT medications, long-term use of
benzodiazepines, anticholinergic medications and
antipsychotic polypharmacy and monitoring and
management of residents suffering from TD. These
standards must be aligned with current literature,
professional practice guidelines and relevant clinical
experience. -

% Develop and implement monitoring/peer review

systems to ensure compliance with facility standards

once developed.

% Identify practitibn}er trends/patterns, ihtegrate data
in the current peer review system and institute
educational corrective actions, as needed.

L1_  clinically justified; : -

See case #-, #-, #-, ‘IR

12 prescribed in therapeutic amounts, as dictated by the needs of the
individual patient;
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See case I, I, G|

13_  tailored to each individual's clinical needs;
See case SN /N, AN
14 monitored for effectivenegss against the objectives of the individual's

treatment plan; :

See case #-, #-

15 monitored apﬁropriately for side effects; and

See case #-, _#- 7

1.6 - properly-ﬂocumented.

See case /L, /NN, I, /I

monitoring of the use of PRN medications to ensure that these medications are

clinically justified and admi.nistered ona time—limitcd basis; -
- Findings: See Sections VILl.g and VIL.2.4, (mislabeled 1)

Compliance: Not in compliance

timely identification, Teporting, data analyses, and follow up remedial action

regarding adverse drug reactions reporting ("ADR™);

Findings

* VSHhas a data collection too] to gather information
regarding ADRs,

* VSH has coll.ected‘ information regarding eight ADRS
since January 1, 2006 (see Table 3 above),

*  The current system of ADR reporting demonstrates the
following deficiencies:

~ There is serious under~repbrting of ADRs at VSH."

~ VSH fails to provide adequate instruetion to its
clinical staff regarding the proper reporting and
investigation and analysis of ADRs.
Specifically, the facility does not provide
information or have written guidelines regarding
the requirements for: S

1 Classification of reporting
discipline.
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ii.  Proper description of detalls of
. the reaction.

iii. Additional circumstances

surrounding the reaction,

 including how reaction was
discovered, relevant history,
allergies, etc.

iv.  Review of all medlcatlons that
the individual was actually

‘ receiving at the time of the ADR.

v.  Information about all

B medications that are suspected or
could be suspected of causing the
reaction.

vi. A rating of severity/outcome of

- the ADR.

vil. A probability rating, including if
more than one drug is suspected
of causing the ADR. . = .

viii. Information about type.of

" - - reaction (e.g., dose-related, .
withdrawal, idiosyncratic,
allergic, etc.).

‘ix.  Information regarding future
screening,

X.  Physician notification and review
of the ADR. .

xi.  Information on the clinical
review process, including the
clinical review person or team,
determination of need for
intensive case analyms and other

: actions,

- VSH fails to provide a formahzed system of
intensive case analysis based on' estabhshed
ADR-related thresholds. |

— VSH fails to integrate data regarding ADRs in
the cuirent system of psychiatric peer review.

— VSH fails to provide analysis of individual and
group practitioner trends and patterns regarding
ADRs and institute meaningful corrective and
educational activities for ‘performance
improvement,

Comﬁliance: Partial compliance
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Recommendations:

% Revise the current data collection tool and system
for reporting, investigating and analyzing ADRs to
address and correct all-of the above-mentioned

- deficiencies.

¢ Train all staff, _

“* Monijtor ADR reporting by Reporter. Address
retraining for any discipline who appears to be
failing to adequately report. ‘ |

drug utilization evaluation ("DUE") in aécord with established, up-to—'date
medication guidelines; - T , .

Findings

* - VSH does not have individualized medication
guidelines or other systematic mechanisms that can
serve as the basis for adequate DUE system.

* The only current guideline, addressing the use of
 clozapine, appears inadequate. This guideline does not.

include adequate information regarding the indications,
contraindications, screening requirements, adverse
effects, blood Jeve] interpretation, information
regarding drug-drug interactions and interactions with
diet and tobacco smoking as well as strategies for use in
residents who fail to respond satisfactorily.

' Compliance': ‘Noncompliance

Recommendations

- % Develop and implement individualized psychiatric
medication guidelines or some other systematic
mechanisms that include appropriate information
regarding indications, contraindications/precautions,
adverse effects and screening o
thresholds/requirements. The guidelines or other
documents must be derived from current literature
and aligned with professional practices and relevant
clinical experience. The guidelines or documents
must be continually updated, - :

g Dévelop and implement a DUE, system based on the 7
individualized medication guidelines, '
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% Ensure integration of DUE data in the current peer
review system and utilization of data in performance
improvement activities. -

~ documentation, reporting, data analyses, and follow up remedial action
regarding actual and potential medication variances ("MVR");

Findings

* VSHcollects data regardmg some medication
variances. _
* Based on the current system, the facility reports 79
potential and 65 actual variances since January 1, 2006,
* The current MVR system is seriously inadequate due to
the following deficiencies:
— The system is focused on limited categories of

variances (e.g., wrong drug, wrong resident,
wrong dose and transcription variances). Asa
result, data provided by VSH regarding the
investigation and analysis of variances since
January 1, 2006 address only these categories.
The failure to include other important categories
(e.g., prescription, monitoring, documentation,
dispensing, ordering, procurement, storage and
found medications) limits the utilization of data
in any meaningful performance improvement
activity.

VSH fails to ensure that chmcal staff is
educated regarding the proper methods of
reporting medication variances and of providing -
information that aid the proper investigation and
analysis of the variances. The facility does not
provide information or have written gu1de11nes
to staff regarding:

1. Classification of reporting discipline.
(il Proper descrlptlon of details of the
" variance.

iii. = Additional facts involving the
variance, including how the variance
-was discovered, how the variance was
perpetuated, relevant md1v1dua1
history, etc.

iv.-  Description of the full chain of events
involving the variance.

v.  Classification of potential and actual
variances.
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vi. Al medications involved and thelr
classification.’

vii. Information regardmg cr11:1ca1
breakdown points in the common
situations that involve more than one
category of variance,

viii. Adequate information regardmg

' factors contributing to the variance.
~  VSH fails to ensure a system of intensive case
‘analysis of medication variances based on '
‘established thresholds.
— The current system is not integrated in any
~ meaningful fashion in the activities of the P & T
. Committee, the MRC, the Department of

- Psychiatry or the Department of Medicine.

— VSH fails to collect and analyze data regarding
individual and group practitioner trends and
patterns in medication variances. As a result,
there is no evidence of performance
improvement activity based on this analysis.

Compliance: Partial compliance ’
Recommendations

~ % Revise the current data collection tool and system
for reporting, investigating and analyzing .
medication variances to address and correct all of
the above-mentioned deficiencies.
“ Train staff,

tracking of individual and group practitioner trends;

Same as ¢ above

: feedback to the practitioner and educational/corrective actions in resporise to

1dent1ﬁed trends, when mdlcated and
Findings

The deficiencies outlined in & through d above preclude
meam'ngful assessment of this requirement at this time. .

* use of information derived from ADRs, DUE MVR, and providing such
“information to the Pharmacy & Therapentics, Therapeutics Review, and

Mortality and Morbidity Comrmittees. By thirty months from the Effective Date
hereof, VSH shall ensure that all physicians and clinicians are performing in a
manney consistent with generally accepted professional standards of care, to
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include appropriate medication management, treatment team functioning, and
the integration of behavioral and pharmacological freatments. :

Same aé g above

3. By thirty months from the Effective Date hereof, VSH shall ensure that all physicians and
¢linicians are performing in a manner consistent with generally accepted professional
standards of care, to include appropriate medication management, freatment team
functioning, and the integration of behavioral and pharmacological treatments.

Findings: See section IV, VII A 1-2, Bl
Compliance: Not in compliance
Recommendations

VSH’s census should never exceed 54 patients unless VSH is
specifically staffed for a higher census. '

4 By thirty months from the Effective Date hereof, VSH shall revie{v and ensure the
appropriateness of the medication treatment, consistent with generally accepted
professional standards of care.

Findings: See Section VILA.
Compliance: Not in compliance

5. By thirty months from the Effective Date hereof, VSH shall ensure that individuals are
: screened and evalnated for substance abuse. For those individuals identified with a
substance abuse disorder, VSH shall provide them with appropriate inpatient servicas
consistent with their need for treatment, ' '

Findings: Has not yet been addressed
Compliance: Not in compliance

Psychological Care

By thirty months from the Effective Date hereof, VSH shall provide adequate and appropriate
psychological supports and services, consistent with generally accepted professional standards of
care, to individuals who require such services. ‘ :

Data: See Behavioral Treatment Plans for #-, #-, #- |
See Supplement #5 ’ '

For Findings, Compliance and Recommendations see Section 1 below

1. By thirty months from the Effective Date hereof, VSH shall ensure, consistent with
senerally accepted professional standards of care, adequate capacity to meet the needs of
patients in the following areas of psychological services: S -

a. " behavioral treatment;
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Findings

* VSH generally fails to provide behavioral treatment for

many .of its residents who suffer from a variety of
~ psychiatric symptoms and maladaptive behaviors,

1nclud111g, but are not limited to, aggression that at times
‘requires restrictive interventions, s self-care and intellectual
deficits and refusal of medications and other treatment and
rehabilitation interventions. Many of these individuals are
refractory to current pharmacological therapies and their
conditions constitute appropriate targets for behavioral
interventions.

* The patterns of process failures mclude:

VSH does not have sufficient staffing of trained
psychologists to provide needed services

VSH does not have a positive behavior support
system to ensure integration of this model in the

- day-to-day operations of the facility

Behavioral interventions and plans are not spec1f1ed
in the objectives and interventions sections of the
treatment plans :
There is no mechanism to ensure that staff has
received competency-based training on
implementing the specific behavioral interventions
for which they are responsible, and that
performance improvement measures are in place for
monitoring the implementation of such
interventions

The limited number of behavioral interventions that are bemg
offered to individuals as “behavioral plans” do not comport
with generally accepted standards of care and fail to meet the
treatment and rehabilitation needs of individuals. ‘A review of
these plans reveals the following general patterns of
deficiencies.

There is failure to complete functional analys1s of
behavior in & manner that meets professional -

* standards. This is an essential prerequisite for

effective behavioral interventions. -

Behaviors of concern are generally not well defined,
and are not measurable and observable.

Some maladaptive behaviors are not incorporated in
the plans.

There is little or lack of use of d11 ect observations of
behavior,

Data from functional assessments 1s not ut1llzed in
the assessment of decreases/increases i in
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Irialadaptive/pro-social behaviors and in the
designing of antecedent and consequent treatments.

— The identification of precursor behaviors is
inadequate. o ‘

~ There is failure to obtain data regarding precursors”
from appropriate sources, , :

— Reinforcement strategies are generally inadequate
and there is no indication of a reinforcement .
assessment being done.

~ The interventions generally do not include -
identification of replacement skills or means of
teaching these skills,. When replacement behaviors
are identified, they are not functionally equivalent
to the function of the maladaptive behavior.

~ The interventions generally fail to include strategies
to enthance the quality of life of individuals and to
develop collateral social behaviors.

— There is failure to train staff op plair implementation
as'well as lack of monitoring of the appropriateness
and consistency of implementation by the teamor
across situations, individuals oy environments,

— There is lack of follow-up assessment of the -
effeetiveness of behavioral interventions, :

— The behavioral interventions are not integrated with
either psychopharmacological therapies or the
overall treatment. ‘

Compliance: Not in compliance
Recommendations

% VSH must ensure sufficient staffing of trained
psychologists to address and correct the deficiencies .
outlined above, In addition, VSH needs to ensure the
following:

o Development and implementation of both formal
behavioral plans and behavioral interventions to
all individuals in need based on positive behavior
support mode] ' _

o . Identification of triggers for the institution of
behavioral interventions to include excessive use
of PRN and Stat medications and restrictive

. interventions _ ' »

©. Ensure that all pesitive behavior support plans _
and interventions are updated as indicated by
outcome data, and reported at least quarterly in
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the present status section of the case formulation
in the individual’s treatment plan

b. group therapy; |
Findings
« Not occurring in sufficient amounts
* Not occurring in meaningful ways
* Notdriven by CTP S
* Not provided consistently by adeqiately trained
personnel ‘ '

| C'omplidncé: Not in compliance

Recommendations

Y

> Agree on need for culture shift and institute it
20-hours active treatment per patient
o planned '
o documented
o outcome focused :
* Liberman Modules, adapted for VSH
< Deploy unit staff to lead groups
4% Convene meeting of Culture Transformation
Committee , o '

*,
B X

c. psychological testing .
Findings

* - Inadequate in general
* Excellent addition of neuropsychological testing

Compliance: Not in compliance

Recommendation: Hire psychologist on faculty of UVM.

ﬁ. farnily therﬁp)’; and
Same as b

e, individual therapy
Same as b

By ﬂnirty' months from the Effective Date hereof, VSH shall proviﬁe adequate clinical
oversight to therapy groups to ensure that individuals are assipned to groups that are
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appropriate to their individual needs, that groups are provided consistently and with

appropriate frequency, and that issues particularly relevant for this population, including

the use of psychotropic medications and substance abuse, are appropriately addressed,
consistent with generally accepted professional standards of care. ‘

Findings

See Section VII, Data Section. . .

See Section VIIB, Findings 1b,d,e, Behavioral T reatment.
By thirty months from the Effective Dafe héreof, VSH shall provide adequafe, active
psychesocial rehabilitation, consistent with generally accepted professional standards of

‘care, that:

a. is based on individualized assessment of patients' needs and is directed toward
increasing patient ability to engage in more independent life functions H

Findings: See Section VILB, above and Section [V

b addresses those needs in a manner building on the individual's strengths,
preferences, and interests; ‘

Same as a

c. focuses on the individual's vilnerabilities to mental illness, substance abuse, and

readmission due to relapse, where appropriate;

Same as a

d. is provided in a manner consist\sfht with each individual's cbgnitive strengths and
limitations; ' ‘

Sameasa

e - is prbvided in a manner that is clinically appropriate as determined by the
treatment team; ' o

Sameasa
f. routinely takes place as scheduled, for those interventions that are scheduled; '
Same as a

E. includes, in the evenings and weekends, additional activities that enhance the
individual's quality of life; '

- Sanie asa
b prescribes arole for the staff on the living units; and

Same asa
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i isdocumented in the individual's treatment plan, '

~ Same as a
.4. . By thirty months from the Effecti_ve Date hereof, VSH shall ensure that:

a. behavioral interventions are based on positive reinforcements rather than the use
of aversive contingencies, to the extent possible; : ‘

- Findings: See Section VB, Psychology Assessments and
Section VIIB.1.a, Behavioral Treatment

" b. programs are consistent for each patient within all settings at VSH;
Same as a
c. triggers for considering instituting individualized behavior treatment support

. .

plans are specified and utilized, and that these triggers include excessive use of
- seclusion, restraint, and emergency involuntary medication; '

Same as a

d. . psychotherapy, whenever prescribed, is goal-directéd, individualized, and
informed by a knowledge of the individual's psychiatric, medical, and -
psychosocial history and previous response to psychotherapy;

Findings

* Little evidence psychotherapy provided. -
* Inadequate documentation of outcomes and their
relationship to outcomes in other treatment modulation.

Compliance: Not in compliance -

e psychosocial, rehabilitative, and behavioral interventions are monitored and
revised as appropriate in light of significant developments, and the individual"g
progress, or the lack thereof: - '

Findings

* See Section VIIB, Data, Psychological Care.

* See Section VIIB. 1b,de. :

*  Nursing staff neither understand the concept of
psychosocial rehabilitation nor seem prepared to
learn about it. ‘ ‘ ' ‘

-+ All clinical “staff appear befuddled” by what
appears to them to be competing interest of
rehabilitation and the right to refuse treatment.

'

Compliance: Not in compliance
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Recommendations: See Se(;tion VILB.1b,d,e -
£ c_linical]Iy reil‘é.vant information remains reédily_ gccesé.ible :
Fiﬁﬂingsz See Section VIII
g. all staff who have arole m implementing individual behavio:a] programs have -
received competency-based training on implementing the specific behavioral

‘programs for which they are responsible, and quality assurance measures are in
place for monitoring behaviora treatment interventions, '

Same as g
C. Pharmacy Services

By thirty months from the Effective Date hereof, VSH shall provide adequate and appropriate
pharmacy services consistent with generally accepted professional standards of care. By thirty
months from the Effective Date hereof, VSH shall develop and implement policies dand/or
protocols that require: ' ' : C

. about possible drug~t0-drug interactions, side effects, medication changes, and needs for
laboratory work and testing; and . , o

- Findings: Inadequate data obtained during thig review, = -
2, d Physicians_ to consider pharmacists' recomm'endations, clearly document their responses

clinical justification, -
Same as 1

VIL DOCUMENTATION |

&\

By thirty months from the Eifective Date hereof, VSII shall ensure that an individual's records accurately
reflect the individual's Progress as to all treatment identifieq in the individual's treatment plan, consistent -

- with generally accepted professional standards of care. By thirty months from the Effective Date hereof,
VSH shall develop and implement policies and/or protocols setting forth clear standards regarding the
content and timeliness of progress notes, transfer notes, and discharge notes, including, but not limited to,
an expectation that such records include meaningful, accurate assessments of the individual's progress
relating to treatment plans and treatment goals. .

Findings

T I
* VSHis generally meeting the timelines for dQCmnentation in terms of
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IX.

Complz'ancé: P—artial‘compliance,

Recbmnéendaﬁon: Work towards the implementation of an electronic Medica]
-Record. ' :

RESTRAINTS, SECLUSION AND EMERGENCY INVOLUNTARY SYCHOTROPIC
MEDICATIONS .- | a

By twenty-four monthg from the Effective Date herebf, VSH shall ensure that resfraints, sechusion, and

tmergency involuntary psychotropic medications are used consistent with enerally accepted professional
standards.of care, ‘ : '

Compliance: Partia] compliance

Data: See B-F below

the hospital’s requirements for using these procedures,

* The draft policy and Procedure comiports with generally accepted
standards in the following key areas:

~ Requiring that a]l staff implementing restrictive interventions has
~ completed competency-based training regarding the use of these
interventions.

~ Requiring that seclusion and/oy Testraints are used in a reliable
documented manner and after a hierarchy of less restrictive
measures has been considered in a clinically justifiable manner,

— Defining the role of clinical disciplines responsible for initiating,
- authorizing and continuing restrictive interventions.

~ Requiring adequate arid ongoing monitoring by a professional
~ during the use of seclusion and/or restraints, '

— Prohibiting the use of mechanical restraints jn a prone position.
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y

— Providing a list of the types of restrictive interventions that are
acceptable for use (4-Point; 5-Point; Belt and Wristlets, Posey Vest
and any use of physical force to control a resident who ig
restricting the administration of involuntary psychotrepic
medication). '

* . The draft policy and procedure does not include specifics regarding the
- competency-based training of staff in the use of restrictive and less
restrictive interventions,

- * VSHis yet to finalize and implement the draft policy and procedure.
* VSH has prioritized the use of seclusion and/or restraint for performance

Improvement. The facility has data that demonstrate decrease in the hours
of restraints and seclusion as wel] as episodes of seclusion since August .
'2004. This decrease has occurred despite an increase in the average
census from 45.4 in October 2005 to 51.8 in October 2006 (as of

10/17/06). -
Compliance: Partial'cqmplian(_:e

Recommendations

*

.‘t

* Finalize and implement -the. draft policy and procedure regarding the
‘use of involuntary procedures, : ' ' '

L>

¢
0.0

Ensure that the above-mentioned policy and procedure includes
parameters of the competency-based training of staff in the
assessment and implementation of restrictive interventions and the
use of less restrictive interventions. These parameters should include
the training model used and supporting literature, the method used to
énsure competency and the scope and frequency of training,

% Continue current efforts to decrease the use of unnecessary restrictive .
- interventions. '

% Identify trends and patterns regarding the use of restrictive
interventions and initiate_interdisciplinary review and corrective ‘
actions that employ proper performance improvement methodology.

)

. ** Develop and implement systems that address and correct the
deficiencies outlined in A through F,

B. By eighteen months from the Effecti\fe Date hereof, and absent exigent circumstances - i.e., when

a patient poses an imminent rigk of Injury to himself or others, VSH shail ensure that restraints and
seclusion: , S

1. areused ina reliably.documented manner and after a hierarchy of Jess resirictive
measures has been considered in g clinically justifiable manner or exhausted;

Findings
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The above-mentioned draft policy and procedure o
adequately addresses the requlremenls in items B.1 through
B.4.

VSH is in the process of revising its current system of
documenting the use of sechision and restrain. The revised
CON For Emergency Involuntary Procedure (draft)

~ “includes adequate definitions of seclusion and restraints,

parameters for adequate documentation of the use of these

. interventions and an adequate outline of de-escalation

measures that may have been attempted prior to involuntary

' measures, .

VSH has developed format for the documentation of Post-
Incident Considerations. The document includes adequate
information regarding needed reviews by the on-call and
attending physicians as well as thresholds for notification
of the Medical director and for further review by the
Medical Director or designee.

VSH is yet to finalize and implement its draft Policy and
Procedure and the revised formats for documentation of

. seclusion and/or restraints and of the post-incident reviews.

Review of charts indicates that, 111 general, VSH fails to

ensure the foIloWing‘ﬁmotions that are essential to
appropriate use of restrictive interventions:

— Adequate documentation of the restrictive
intervention when more than one intervention is
used sequentially (e.g. open-door seclusion
followed by 5-point restraints).

— Attending physician’s review of events that signal
the risk of seclusion and/or restraints and proactive
modification of scheduled medlcatwn strategles to
minimize the risk. ~ '

~ Timely and adequate review by the interdisciplinary
team of factors that contribute to the incident.

- — Update of the interdisoiplinary comprehensive case
formulation following the use of seclusion and/or
restraints. :

— Timely and adequate modification by the
interdisciplinary team of treatment and -
. rehabilitation interventions to address the
~ imipairments that contribute to the use of seclusion
and restraints.

— Timely and adequate implementation of behavioral
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interventions to teach the resident skills that
effectively replace maladaptive behaviors resulting
in the use of seclusion and Testraints,

= Documentation by the interdisciplinary team of the
rationale for continuing the treatment plan without
modification, '

Compliance: Partial compliance
Recommendation: See Section A above

2. - arenotused in the absence of, or as an alternative to, active treatment, as punishment, or
' for the convenience of staff} ' -

- Same as |
3. are #dt used as part of a behaviora] intervention; and
Same as 1
4 are terminated as soon as the individual is no longer an imminent danger to

Finding: The above-mentioned draft Policy and Procedure meet
the requirements. '

Compliance: Partia] compliance

By'eighteén months from the Effective Date hereof, VSH shall ensure the accuracy of data
regarding the use of restrajnts, seclusion, or emergency involuntary psychotropic medications.

Findings

*  VSH documents lists of residents experiericihg the use of seclusion
- and/or restraints and/or invohmtary medications, Review of the -
lists for the period of une to August 2006 indicates thatthe ,
information is accurate, _
* VSH has EIPRP data regarding the following:

— Hours of restraint/seclusion, hours of resiraint/seclusion per




restraints/seclusion.

—  Episodes of Emergency Involuntary Medication and
number of residents experiencing this intervention.

— Hours of constant observation, episodes of constant
observation and number of residents that received constant
observation,

Compliance: In compliance

By twenty-four months from the Effective Date hereof, VSH shall revise, as appropriate, and
implement policies and/or protocols to require the review within three business days of
individuals' treatment plans for any individuals placed in seclusion or restraints more than three
times in any four-week penod and modification of treatment plans, as appropriate.

andmgs See Sect1on A

By twenty-four months from the Effectlve Date hereof, VSH shall develop and implement policies
and/or protocols consistent with generally accepted professional standards of care governing the
use of emergency involuntary psychotropic medication for psychiatric purposes, requiring that:

1. such medications are used on a time-limited, short-term basis and not as a substitute for
adequate treatment of the underlying cause of the individual's distress;

. Findings

* The draft pollcy and procedure adequately addresses the
requ1rements i F.1 through F:3.

* Review of charts prov1des examples # I and # -)
of failure to implement the requirement regarding physician
assessment of residents within one hour of the
administration of emergeney involuntary psychotroplc
mechcatlons

.. Review of eharts (e.g., # -) indicates that the freatment
teams sometimes fail to document an adequate review of
the treatment plan and appropriate modification of
treatment in response to the threshold of three
administrations of 1nv01u11tary medications within a four
week period. : :

' Compliance:. Partial compliance

.

Recommendaz‘ion: See Secticn A

2. a physician assess the pat1en1: within one hour of the admmlstratlon of the emergency
mvoluntary psychotropic medlcatlon and

. Sameas |
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3. in a clinically justifiable manner, the individual's core treatment team conducts areview
- (within three business days) whenever three administrations of emergency involuntary
psychotropic medication occur within a four-week period, determines whether to modify

the individual's treatment plan, and implements the revised plan, as appropriate,
Same as 1

G, By eighteen months from the Effective Date hereof, VSH shall ensure that all staff whose
responsibilities include the implementation or assessment of seclusion, restraints, or emergency
“involuntary psychotropic medications successfully compiete competency-based training regarding
implementation of all such policies and the use of less restrictive interventions. o

Findings: See Section A
PROTECTION FROM HARM

By six months from the Effective Date hereof, VSH shall provide the individuals it serves with a safe and
‘humane environment, ensure that these individuals are protected from harm, and otherwise adhere to a
commitment to not tolerate abuse or neglect of individuals and require that staff investigate and Teport
abuse or neglect of individuals in accordance with this Plan and with Vermont state statutes governing
abuse and neglect as found in 33 V.S.A. § 6901, et. seq. All staff persons who are mandatory reporters of
abuse or neglect shall sign a statement that shall be kept with their personnel records evidencing their
recognition of their reporting obligations. VSH shall not tolerate any mandatory reporter's failure to report
abuse or neglect. Furthermore, before permitting a staff person to work directly with any individual, VSH
shail investigate the criminal history and other relevant background factors of that staff person, whether
full-time or part-time, temporary or permanent, or a person who volunteers on aregular basis. Facility staff
shall directly supervise volunteers for whom an investigation has not been completed when they are
working directly with individuals living at the facility. The facility shall ensure that nothing from that
investigation indicates that the staff person or volunteer would pose a risk of harm to individuals at VSH.

4

- Findings

*. VSHhasa system for reporting and investigating allegations of abuse/ neglect/”

- exploitation of residents. The system complies with Vermont statutes governing
abuse and neglect as found in 33 V.S.A § 6901, et. seq. The main componerits of
the facility’s procedure consist of: o . o

"~ Reporting by staff to the Executive Director (within 24 hours),
— Immediate notification by the Executive Director of APS of the Division
of Licensing and protection/ Department of Aging and Disabilities.

—  Internal review by the Nursing Administrator or desi gnee to establish -
circumstances and the facts of the allegation,

~ Full investigation if APS decides to open the case (depending on results of
the internal review. '

* The ‘Mandatory Reporting Policy highlighfs staff’s duty to report allegations and
includes adequate definitions of abuse/neglect/ exploitation and the procedures for
reporting and internally reviewing the incidents. '

* Since January 2006, VSH has tracked the reporting of incidents to APS. The
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tracking system includes the date and type of incident, the names of individuals
involved and witnesses, location and brief description of the incident and actions
taken and ouicome. The database indicates that 13 incidents were reported to
APS since January 1, 2006 and that only three cases have been investigated by
APS to date. None of these reports resulted in substantiation of abuse, neglect
and/or-exploitation by staff of VSH. S

of abuse/neglect/exploitation,

The current syétem of reporting and investigating abuse, neglect and exploitation
demonstrates the following deficiencies: ‘

~ The facility’s definitions of exploitation do not include the _
unnecessary/excessive use of restrictive interventions and/or the use of
more intensive services than is required by the resident’s treatment plan.

— The Mandatory Reporting Polic_y and Procedure does not include a clear
statement that communicates zero tolerance of abuse, neglect and/or
exploitation of residents, :

—  The system requires staff to report incidents based oni “reasonable cause to
believe that any elderly or disabled adult has been abused, neglected or

communicatior.

'~ The facility fails 1o ensure that the internal reviews of o
abuse/n‘eglect/exploitaﬁon of residents are: 1) conducted only by staff
members who have received competency-based training in the assessment
of situations that may involve abuse, neglect and/or exploitation of
residents; and 2) properly documented in appropriaté formats.

— The Mandatory Reporting Policy and procedure fails include definitions of
- open and closed investigations of abuse/negleqt/exploitaﬁon.
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— " VSH does not provide adequate information that tracks the status of
investigations by ‘APS.

— There is'no documentation of any mechanisms to secure the scene until 2

- full investigation is initiated in any situation where ctiminal. activity is
alleged or seen as reasonably possible. These mechanisms should include,
‘but not be limited to: 1) the safeguarding of evidence from potential
contamination; 2) issues of exposure to blood-born pathogens; 3) securing
relevant documentation; and 4) referral of residents involved in allegations
of sexual abuse/rape to off—campus medmal centers for proper
examination.

— The Mandatory Reportlng Pohcy and Procedure does not clearly dehneate
the roles of responsible authorities at the facility.

— VSH fails to ensure the protection of residents by removmg staff 1nv01ved
in any allegation pending the outcome of the investigation. In all cases,
the employee should be removed from contact with the resident unfil the
investigation is concluded. The decision to suspend or reassign the
employee should be made based on the Executive Director’s assessment as
to whether the allegation has merit.

— VSH was unable to provide the curriculum used in the training of staff
regarding issues of abuse/neglect and exploitation. The current system
does not include the facility’s expectations regarding the scope and
frequency of this training.

| - — The Mandatory Reportmg Policy and Procedure does not include the
expectation of disciplinary action regardmg delayed reporting by staff of
abuse/neglect/explmtaﬁon ‘

~ The Mandatory Reportmg Policy fails to outline mechanisms to ensure
that any staff person, individual, family member, or visitor who, in good
faith, reports an allegation of abuse or neglect is not subject to retaliatory
‘action by VSH and/or the State.

— The current system of internal review of incidents fails to address conflict
of interest issues, resident rights and employee rights.

Compliance: Partial compliance

Recommendatz‘ons

< VSH must revise 1ts current system of reporting
abuse/neglect/explo1tat1011 to address and correct all the deﬁclencles ‘
outlined above.

» VSH must develop and implement a rev1sed policy and procedure that
codifies the above expectatlons and that adequately addresses the
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- following requirements: -

' O

‘Systematic review of all event reports and Identification of

suspected abuse/neglect/exploitations and their patterns and
trends.

Reporting and responding to allegations;
Prevention of abuse/neglectfexploitation of high risk residents.

Protection of residénts from suspected employees pending the
outcome of the mvestlgatl‘ : :

Screening of potential employees and proper orlentatlon of
volunteers, interns and consultants,

Adeq_ﬁate pi'oe-ess of internal :investigation'.

Competency-based training of all staff as well as staff -

.conducting internal investightions.

INCIDENT MANAGEMENT

_ By'twelve months from the Effective Date hereof, VSH shall develop and implement' across all seftings, an

integrated incident management system that is consistent with generally accepted professional standards of

care,

A. By twelve months from the Effective Date hereof, VSH shall review, revise, as appropriate, and
implement incident management policies, procedures and  practices that are consistent with
generally accepted professional standards of care. Such poho1es and/or protocols procedures and
practices shall require: \ :

oL . identification of the categories and definitions of incidents to be reported, and -
- investigated; immediate reporting by staff to supervisory personnel and VSH's executive
director (or that official's designee) of serious incidents; and the prompt reporting by staff
" of all other unusual incidents, using standardized reporting across all settings;

Findings

"VSH recently initiated a system for incident management with the
-assistance of a part-time Quality Consultant/ Manager. '

As mentioned earlier, VSH has a system for reporting allegations
of abuse/neglect/exploitation. The system is codified in the
Mandatory Reporting Policy. Please see findings under Protectmn

- from Harm (Section X).

VSH has a system for reporting of Sentinel Events and Incident
Events. The Patient event Reporting Policy includes adequate
definitions of sentinel and 1nc1dent events and outlines the
reporting procedires. :

The facility has adequate database regarding incidents that result in
injuries to its residents. The database includes resident names and
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record numbers, unit of residence, date of injury, brief description
of the nature of injury and jts cause, severity rating of the injury
and brief statement regarding follow-up actions. Review of the
database (January to September 2006) indicates that no incident
has resulted in an injury of moderate or serious nature. Review of
-arandom sample of event reports (involving residents # -, #

and # S indicates that the information in the database
‘was consistent with the event report, :

VSH has an édequate system for reporting employee injuries as
described in the Employee First Report of injury Protocol.

VSH has a system (Variance Eveni Reporting Protocol). for
reporting incidents that are not addressed in the above-mentioned
repotrting procedures/protocqls. Examples of these events include
reporting of adverse drug reactions (ADR) and medication
variances (MVR). Please see relevant findings urider Specific
Treatment Services-Psychiatric Care (Section VILA).

VSH has an adequate procedure to report patient criminal activity
to law enforcement, ' : : :

VSH has a process for risk assessment (LOCUS rating scale) of
residents upon admission, during hospitalization and at the time of
discharge. ' : - :

The newly established incident management system has identified
the excessive use of 1:1 observation of residents and the incidence
of employee injuries as problematic patterns/trends for
performance improvement. The facility is still in the process of
formulating plans to address these patterns/trends utilizing
performance improvement methodology, The facility’s Quality
Consultant/ Manager stated that process improvements, currently
underway, have inchuded documentation by physicians of the
rationale for 1:1 observation of residents and draft modification of
the employee reporting procedure,

- In addition to the deficiencies outlined under sections X

' (Protection from Harm) and VIIA (ADR reporting and MVR), the
current system of incident and risk management demonstrates the
following deficiencies:

—  The facility fails to ensure that the interdisciplinary teams
continually assess and document the benefits and risks of
different treatment and rehabilitation services in order to
optimize the benefits and minimize the risks. A related
deficiency concerns the team’s limited or lack of review of
factors that contribute to the use of seclusion, restraints

~ and/or emergency involuntary medications.
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The current system of assessment of risk factors upon
admission does not include adequate analysis of how recent
the risk is relevance of the risk to dangerousness and
mitigating factors: '

The current system of data collection (data collection tools
and centralized database) is limited to reports of patient and-
employee injuries.” This system is not organized to capture
and provide information on various categories of high risk
situations. ,

At this time, VSH does not have an organized system of
triggers, thresholds and high risk lists to identify situations
of immediate and long-term nature requiring clinical and
systemic interventions., ' ' '

VSH dose not have a system that guides staff regarding a
hierarchy of interventions commensurate with the level of
risk. :

There are no formalized mechanisms for notification of the
clinical providers/teams regarding the need to implement.
specific interventions and of feedback by the
providers/teams regarding the status of implementation.

The facility does not have formalized mechanisas to
* monitor the timely ad appropriate implementation of
interventions by providers/teams.”

VSH is yet to conduct adequate analysis of long-term
trends and patterns of high-risk situations and to intiate
and monitor the outcomes of corrective actions based on -
performance improvement methodologies. The facility’s
current priorities regarding the reduction of restrictive
interventions, including seclusion, restraints, involuntary
medications and 1:1 observation of residents are steps in
the right direction. - ' '

VSH does not have an incident/risk management oversight
‘system that: 1) identifies patterns/trends in a timely and
appropriate manner; 2) initiates performance improvement
projects; 3) monitors the implementation and outcomes of
corrective interventions; and 4) reports in a systematic
fashion to the facility’s administrative leadership. This
system can be implemented as a Quality Couneil to include
the Quality Consultant/Manager, leadership of all clinical

disciplines and a representative of the environment of care. ’

Compliance: Partial compliance
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Recommendations: See Section X

2. - mechanisms to ensure that, when serious credible allegations of abuse, neglect, and/or
serious injury occur, staff take immediate and appropriate action to protectthe
individuals involved, including removing alleged perpetrators from direct contact with -
individuals pending the investigation's outcome;

Same as 1
3. adequate trajning for all s.taff on recognizing‘ and reporting incidents; -
© Sameasl ..
4, notification of all staff when commencing employment and adequate training the;eaﬂer

of their obligation to report incidents to VSH and State officials; ‘
Same as 1

5.  posting in each patient care unit a bricf and easily understood statement of how to report -
incidents; : ‘

Same as 1

6. procedures for referring incidents, as appropriate, to law enforcement; and .
Same as 1

7. mechanisms to ensure that any staff person, individual, family member or visitor who in
good faith reports an allegation of abuse or neglect is not subject to retaliatory action by
VSH and/or the State, including but not limited to reprimands, discipline, harassment,
threats or censure; except for appropriate counseling, reprimands or discipline because of
an employee's failure to report an incident in an appropriate or timely manner.

- Findings: Same as Section X
 Compliance: Partial éompliance'
By twelve months from the Effective Date hereof, VSH shall review, revise, as appiropriate, and

implemerit policies and/or protocols to ensure the timely and thorough reporting of incidents to the
_ Division of Licensing and Protection pursuant to 33 V.5.A. § 6901, et seq.

S

Findings: Same as Section X

Compliance: Partial compliance
By twelve months from the Effective Date hereof, whenever remedial or programmatic action is
necessary 1o correct a reported incident or prevent reoccurrénce, VSH shall implement such action
promptly and thoroughly, and track and document such actions and the corresponding outcomes.

Findings_: Same as A above

Compliance: Partial compliance
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1. By twelve months from the Effective Date hereof, records of the results of every
investigation of abuse, neglect, and serious injury shall be maintained in a manner that
permits investigators and other appropriate personnel to easily access every investigation
involving a particular staff member or individual. o ‘

Findings
The facility maintains records of all internal reviews of
abuse/neglect/exploitation allegations. The database indicates

whether an investigation by APS was initiated or not, but no more
information is available regarding these investigations.

Compi’iance: Partial compliance

2. 'By twelve months from the Effective Date hereof, VSH shall have a system fo allow the
tracking and trending of incidents and results of actions taken. Trends shall be tracked by
at least the following categories: ‘ ‘ '

a. type of incident;
Findings: Same as A above and Section X
C‘ompliance: Partial compliance
b. staff involved and staff present;
Same as a
¢. individuals ..involve.d and witﬁesses iden.tiﬁed;
Same as a
d. focétiqn of incident;
Same as a
e. date énd time of incident;
Same as a
f. cause(s) of ihcident_; and
Same as a
g. actions taken.

Sameasa

XI[. QUALITY IMPROVEMENT

52




By thirty months from the Effective Date hereof, VSH shall develop, revise as appropriate, and implement -
quality improvement mechanisms that provide for effective monitoring, reporting, and corrective action,

where indicated, to include substantial compliance with this Plan. The quality improvement methodologies
shall be otherwise consistent with generally accepted professional quality improvement standards and shall;

A, . track data, with sufficient particularity for actionable mdioators and targets identified in the plan,
to identify trends and outcomes being achieved. .

Findings: Same as Section XI
Compliance: Partial compliance
- Recommendations: Same as Section XI

B. analyze data regularly and, whenever appropriate, require the development and implementation of
corrective action plans to address problems identified through the quality 1mprovement process.
Such plans shall 1dent1fy ‘ .

Same as A above
.1.  the action steps iecommended to remedy andf’or prevent the reoccurrence of pioblemsj
Sarmie as A above . |
2. the anticipated outcome of each step; and
" Same a8 A above
3. the person(s) responsible, and the time frame anticipated for each action step.
Same as A above |

C. provide that corrective actlon plans are implemented and achieve the outcomes 1dent1fied in the
plan by:

1. disseminating corrective action plans to all persons fesponsible for their implementation;
Same as A above |
2. monitoring and documenting the cutcomes achieved; and
Same as A above
3. ‘modifying corrective action plans as necessary.
_ Same as A above

D. utilize, on an ongoing basis, appropriate performance improvement mechanisms to achieve VSH's
quality/performance goals, including identified outcomes.

Same as A above

XIII. ENVIRONMENTAL CONDITIONS
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By twelve months of the Effective Date hereof, VSH shall develop and implement a system to review
regularly all units and areas of the hospital to which individuals being served have access to identify any
potential environmental safety hazards and-to develop and implement a plan to remedy any identified
issues, consistent with generally accepted professional standards of care. The system shall attempt o |
identify potential snicide hazards and expediéntly correct them: Furthermore, VSH shall develop and
implement policies and procedures consistent with generally accepted professional standards of care to
provide for appropriate screening for contraband. ' -

Findings

Hanging risks are both significant and substantially minimized by monitoring _
cameras. Staff watch the monitor. The monitor for Brooks Rehab is connected to
the Brooks 1 monitor, which is observed 24/7.

Pipes under bathroom sinks, around toilets, and shower heads were
enclosed o - ‘
Non-recessed, non-flush mounted hard attached fixtures were replaced
.. withrecessed items I
Door hinges replaced with sloping hinges :
Water faucets replaced with loop-proof fixtures [are these effective?]
All screws securing vents, grates, diffusers were replaced with security
. SCrews ' S -
TV-cords were encased

Compliance: Partial compliancé
Data: See Supplement #6
Recommendations

< Each patient needs a wardrobe or comparable because clothes and
other possessions all over the place can be a safety hazard.

%+ Policy and Procedure for staffing of monitors. '

< Environmental rounds by plant and clinical staff together monthly.

ADDENDUM

‘Reports of this ilk generally focus on what has not yet‘been accomplished. In this addendum; we
note Vermont’s and VSH’s recent progress:

o Seclusion and restraint reduction effort.

+ Development of alternative community residential types. _

« . Employment of a cadre of psychiatrists without any dependency on a rotating
cohort of psychiatrists procuted through locum tenens companies.

 Nascent efforts in the development, in collaboration with the UVM Department of
Psychiatry, of a treatment plan to be utilized at both facilities. '

* Significant physical plant improvements in B-1.

54




Integration of neufolog’y and a neurologist.
Advancements in neuropsychologist assessments.
Nascent efforts in psychological rehabilitation, i.e. , the Libermann model.
" Improved interfaces with the criminal justice system e.g., mental health courts,
DOC transfers.
*  VSH-UVM collaboration on an adxmmstraﬁon—to—adrmmstratmn level and on a
clinical level at the inpatient level of care.

If you should have any questions about this report, please feel free to contact Jeffrey Gelle1

M.D., M,P.H. at 508-856-6527, or via e-mail at jeffrey.geller@umassmed.edu.

Respectfully submitted,

Jeffrey Geller, M.D., M.P.H.

. Mohamed El-Sabaawi, M.D. -

JG/MES:vab
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SUPPLEM!
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Supplement # 1
Treatment Team — Dr Malloy

Attendees: Psych1atr1st RN, SW, Psychologist, AT
Psychiatrist reviews case (Psych1atrlc Assessment).
He does a very good job of this.
Patient not at meeting at its commencement.
RN Assessments
cutting —» emergency 1nv01untary intervention times two
1:1 — 15-minute checks S
nuttition — digtary consult
asthma — inhaley-
SA —negative
“tendency to isolate in room
SW Assessment
Spoke to case manager 11a1s0n in community.
Adds important recent history.
In community: psychiatrist, casé manager, therapist (starting DBT).
Active interaction with community staff to step down to “LRA.” -
Patient will have to go from VSH to home sifice no general hospital
. available.
Psychiatrist goes out to get patient at 23 minutes. -
Psychiatrist interviews patient, focusing on discharge. Talks about freatment -
goals, safety, and where she will live.
Inquires how VSH staff can help her to decrease risk of harming self.
- Psychologist picks up this theme.
SW follows up.
. Psychologist asks patient What has helped her in the management of self harm in
‘the past. :
Psychiatrist — We all need to develop a timeline to maximize benefits from
' . inpatient treatment, but not to have hospitalization go on too long,
Psychiatrist explains the treatment plannmg process to the pat1ent and they all

attend to that.
Start with strengths: | 7 :
- AT: willingness to participate in active treatment
‘ honest -
- RN: willingness to learn to cope
med complaint '
SW: smart *

: get along well with people
Psychiatrist:  discusses diagnosis
: Borderline Personality Dlsorder
Patient: What is that?

Psychiatrist: explains in clear, layman’s language. “Does this sound like
you?” :




Patient: “yes.” '

Pgychiatrist: DBT targeted 1o persons with Borderline Personahty

o Disorder,

Patient: T just started it about three weeks ago.”

' Psychiatrist:  we also need to rule out a mood disorder.

Psychiatrist: moves on to nine domains. :

Everyone including patient has a work sheet with the _
domains listed. All Team Members have input in this
process.

SW: - illustrates prioritization of the problem listed under the

o domains.

Psychiatrist: discusses 1n1errelat10nsh1p amongst the domain problems.

All Team Members (includes patient) discuss this.

Psychiatrist:  “What would happen if you were discharged today‘?”

Patient: “I"d probably end up coming back here »”

Psychiatrist: Asks patient why.

Team narrows down to small number of problems.

Team moves on to Goals for each Problem Established Goals for (and speolﬁed)
Problem #1 ' :

*  Selfharm .
* Involuntary emergency interventions
* Recognizing triggers (feelings)
* Communicating feelings
* What to do when get angry, e.g., moreasmg anger management
strategies
Problem #2
* Discharge without problems
‘Some jumping back and forth between Goals and Interventmns

Team worked on differential between LTG and STG.

Psychiatrist references back to strengths in discussing Goals (excellent).

Psychiatrist moves on to formal discussion of interventions:

Psychiatrist says what he will do for all Goals.
SW says what she will do for all Goals.
Psychologist says what he will-do for all Goals.

- AT says what she will do for all Goals. '
RN says what she will do for all Goals. .

[The presentation and discussion wasa technical error. There was no linkage of
specific intervention to a specific Goal. Patient cannot know this if it is
not established at the time of the development of the Comprehensrve
Treatment Plan)].

Psychiatrist asks patient to make an explicit target date for discharge. Patlent

- agrees to do this. Psychiatrist lobbies hard for “the end of this week.”
Patient reluctant to agree to this soon. Compl omised with one week from
today.’

Psychiatrist clearly led this treatment team,




Plan to' get written and then patient will be asked to sign after she reads it
(excellent).
Patient left after 76 minutes of meeting (present 53 minutes).

- Team writes up plan after patient leaves. Psychiatrist is the scribe. Tntervention

sheets are divided up amongst all the Team members for each to fill out
his/her discipline page.
Process start to finish: 90+ minutes. -

- Treatment Team — Dr. Satterfield

Patient at meeting from the outset.

No introductions. Eight staff in attendance on Team. :

Psychiatrist presents history. As soon as MD says patient’s name and age patient

- interrupts. Denies her age. Denies who she is. Patient discontinued

medications January 2006. Admitted CVH May 2006 with malnutrition,
electrolyte imbalance, Med ward — Psychiatric ward — VSH. Patient
consistently maintaings she is her half-sister and patient is dead.

Patient actlvely interprets with delusmnal material. Insists she has “bone cancer
in both legs.”

* Psychiatrist: Dx: Schizophrenia, paranmd type,: chromc
_Patient struggles to explain her past history with medication.’

Medical MD: reports on Axis III diagnoses and treatments. Engages in
- discussion with patient. MD suggests consults but patient says she can’t
go because she has no money.

Psychiatrist: Reports history of refusal of med1cat1ons and groups: Involuntary

- medications now three weeks. - :

RN: Reports concerns about eating. Improved.

Patient interrupts, “They dope me.” ‘

RN continues. Concern about sleeping. RN slides right into interventions and
then goals. Discusses groups. [This demonstrates the problem of making
presentatlons by discipline rather than by problem]. She then raises
unnary incontinence. Patient responds, “It is cyamde po1somng * Patient .
"lists other poisons affecting her.

SW report. Patient has Section 8 housing. Patient not happy with Case Manager
patient wants to “Handle my own money.” Patient interrupts several times
during SW report.

Psychiatrist. Discuss patient’s strengihs History of work as RN,

Psychologist. Move to Problems and set up Goals. States two Problems, but
actually several more than this.

. Goals are what to do about the Problem, psychiatrist tells pahent (and
staff).

Staff tell patient, “Thls is what I would like you to do...” “We d like you
to participate in three groups, you choose Whlch dnes.”




‘ {Query: How is this active treatment‘?] '

Patient feels like there is not enough time to do what everyone is asking of her,

Psychiatrist starts talking about medication — no context. Patient pushes back —
she does not want medication. Some of what patient says is delusional,
some factual (although confused)

RN interrupts flow and asks patient to sign attendance sheet, She refuses. _

Psychiatrist indicates need to dlscuss LTGs. [Why now in the flow of treatment
planning?]

Patient: “I'want out of Vermont. I’ve never been sa:fe in Vermont.” Patlent
shows arm and says, “Does that look like healthy tissue?” Patient and”
staff argue about whether it’s just because she is getting old [Staff forgot
patient and staff disagree about how old she is.] : :

Psychiatrist again says, “What I want for youis - ”

Psychiatrist asks pat1ent if she’ll take medication. Patient rephes “T don’t think I
need medicine.” Patient inisists court process for medications was not
legal. : : ‘

Patient left after 48 rmnutes in attendance :

Psychiatrist reviews: fixed delusmns get her more involved in self—care find her
a place. " : :

Team reviews problems

1. Disturbed Thought Process
2. Self Care Deficit’

Each of these is defined with individual characterlstms ' :

Team review Goals. [Goals in this case are the Team’s not the patient’s].

Team agrees 2-3 activities/day. [Not clear why? what purpose‘7 how related to
Goals?]

Patient has now been on court ordered medications for three weeks At maximum
Prolixin dose now without good response. Psychiatrist’s plan is to cross-

_ taper to olanzapine which is allowed by court order,

Meeting lasted 55 minutes.

Treatment Team — Dr. Duncan-

Attendees Psychiatrist, RN, SW, AT, Psychologlst
Psychiatrist presents '
Patient lives in 24-hour staff residential program, been there since age 18.

Gets DD services “although technically not MR.” History of
abuse, state custody, child residential settings. Early testing-shows
low average IQ.- History of multiple diagnoses, multiple
medication trials, Current medications: abilify, strattera, -
depakote, seroquel PRN. Last VSH two years ago for three
months. Now increased aggressiveness, assaults, 3; 1 staff, JUInp
from movmg car. To VSH 01v111y




Psychology reports on past psychometuc testing. IQ shows Mild MR
(1Q=65) for most valid result; (Psychiatrist — “I guess I'm
wrong.”) History of sex abuse and sexually abused. ADHD.

‘Conduct disorder. Functions at 11 yedr 2 month level. Depression
NOS. Schizoid traits. Reoffense risk. Violence is impulsive — not
~ psychopathic. Likes: music, sports, board games, stay busy.

SW: DD bringing in additional staff in community; he can return to

' same apartment [What about local schoo) system’s

- responsibilities?]
RN:  presents information about behavior on ward. No emergency
- interventions since admission. No depression noted.
Impressionable.

: Psycluatnst notes domains to be focus of Treatment Plan

Patient joins aftér 30 minutes.

Psychiatrist interviews
Asks patient about his strengths [Excellent to start with th1s patlent

with his strengths.].
Discuss struggles in the community
. Discusses coping strategies in the community
: Psychiatrist informs patient plan to discharge him tomorrow
Psychologist asks about school—workmg on GED ~to accomplish GED
through work [?]

SW: “did community staff visit you here?” — ‘yes ?

Psychologist: anyone you can talk to about loss of" fam1ly members‘? —
“Yes.” What is your anger management program? — “They send
me to a counselor ” Discussion about this: psychologist and

- patient,

- Psychiatrist: discusses next 24 30 hours while st111 at VSH

Psychiatry Fellow: makes very good point with patient about somethmg
staff could help him do.

Patient left after 20 minutes.

. Impression: No treatment plan formulated because patient being

discharged tomorrow. Discharge is appropriate.




Supplement # 2

Pursuant to this section of the Plan (and others) VSH has retained Deborah Black, M.D. a
Neurologist. Previously part-time for five years, Dr. Black is now .8 FTE (4 days/week). She is
employed by UVM with a dual appointment: Neurology and Psychiatry. Her specialty is-
Behavioral Neurology. She provides consults for Attending Psychiatrist. These are oral.and
written with a written consult produced by Dr. Black and found in consult section.

Difficulties doing Neuroiogy consults at VSH are the interpretation of neurology input into both
-the Team process and the, care of patient. Getting diagnostic tests not a problem; they come
back in timely way. Generally done at CVH. . |

Transfer from VSH to a.medical hospital are most often due to seizures, fall — coﬁcussidn, and
dilantin toxicity. o ' '
Dr. Black follows some patient as a consultant — those who have primary neurological disorders.

VSH is considering making Dr. Black the Attending Physician for some of these cases.

Dr. Black indicated there is clear accord between Medical MD and Neurologist about ctiteria for
Neurology consult. These are often for MR with questions of differential diagnosis and/or the
need to be at VSH; and for cognitive disorders such as dementia or developmental disorders.




Suppleinent #3

Larry Thompson Ph.D., Director of Psychology, prov1des the followmg overview of the
Department

Referral Service
2FTE: 1 Ph.D.
1MA-
1 Consultant: 1 Ph.D.
‘ as needed (about 1.5-2 days/week)
Transmon year
From Team Members to consult serv1ce
* Initial Psychology Assessment
© ' Was never at 100%
Selected cases :
Diagnostic question G
Forensic referral ’
Patient looks different than earlier admission
_ Behavioral Plan |
Sequence:
Request from Psyc]:uatrlst ‘
Psycholegy meets with Treatment Team and ward staff :
Baseline data collection by ward staff
Explore possible reinforcers
Draft of plan '
Staff reviews draft ’
Final plan
Plan put into effect
Unit staff responsible for plan
10. Training is “informal” by psychologlst
11. . Data sheets daily by ward staff
12. Psychologist collects sheets daily and maintains graph
13. Presents graph to Treatment Team
Currently two Behavioral Plans 7
Brooks 2. Highly varied behaviots, paranoid, loud outburst, pounding on office
‘windows, long hospitalization. Reinforcers are money and trips off ward.
Brooks 1. Manic state, loud, yelling at staff, in-out of other patient rooms, taking
other patients’ possessions, urinatihg on floor, destroying floor tiles.
Reinforcer is use of walkman. | ‘
Disruptive behavior generates requests for plans.

el - N N




Supplement # 4

An overview of Social Services indicates that discharge planniﬁg starts at admission. The SW
meets with patient within 72 hours of admission. Social Histories are obtained. The SW
_contributes to the admission database, and collects collateral contacts. He/she would contact
family members, case managers, and others. ° '

Barriers (besides clinical) to being an effective social services at VSH per Director of SW
- include patients’ legal charges and lack of availability of appropriate placement settings.

Director of SW opines there are about three types of patients at VSH simply because
there is no appropriate setting for them, such as: 1) sex offender/violence, 2)
Alzheimer’s, and 3) TBI.

There are Commmnty—Based Case Managers and a majority of patients at VSH have Case
Managers. It is rare for a Case Manager to come to a VSH Treatmient Team They are available -
through at least weekly phone contact. :

SW’s part1c1pat10n with patients mclude 1:1 SW meetings, Treatment Plan development,
Treatment Plan reviews. : _

Some VSH patients are discharged to another hospital as a step down” to aless restrlctlve
setting, These are voluntary placements. The patient’s status is preplacement.visit (short visit).
Patients on this status are technically a VSH patient. The two different hospital treatment teams
talk every week. The VSH attending psychiatrist maintains (legal) responsibility.




Supplement # 5

Patient EngagemenﬂRehabilitation

Brooks 2,11:20 am. (Male and female admitting)
20 patients
4 RN (+ 1 orientee) (+1 charge RN)
“11 Techs
71:1°s
All patients on ward
Goals group on ward — 13 patients ‘ _ '
Basement Group (Individual Skills ~ “They work on what they want t0”)* - 6 patients
OT — 1 patient; Walk - 1 patient (both of these were also in Basement Group)
Discussion Group’ (on ward) — 3 patients

*another staff said Basement Group runs as a function of individual needs — - AT staff
same in Basement as on Team Limit 5-6 per staff from a Ward

1:1’s :
Eating/sleeping (chocking, apnea)
.High suicide risk

Violence towards others

Self harm

Self harm/suicide risk

Self harm/violence to others/manic
High suicide risk '
Of the seven, one refusing medication.

NoUmE WD e

Brooks 1 (female admlssmn)
- 18 patients’
3 RN’s
1 LPN
8 Techs
one 1:1 (for oonfusmn)
Canteen — 2
Goals Group (on ward, Tasts 10 minutes) — 6 patients ‘
Individual Skilis (Basement Group) — 4 patients (3 of 4 patients in both Ind1v1dual
~ Skills and Goals Group)
Work — 1 patient (also in Goals GToup)
Dual Diagnosis — 1
Therefore, 11 patients had no active treatment at all-
Of those with active treatment:
One patient 40'
One patient 60'
Three patients 70" .
One patient 130'




Rooms are locked from 8:30 a.m. — 10:30 am, TV off
5/12 pat1ents refusing medication
10:00 a.m. Yard open
Patient cani sleep in dayroom '
New patients can stay in their rooms until they get acclimated to the rules (couple of days)
Smoking (on smoking porch or yard)

1-2 cigarettes  5:15 a.m.

1 cigarette 7:00 a.m.,

1-2 cigarettes 8:00 a.m.

1-2 cigarettes 10:00 a.m.

1-2 cigarettes 12 noon

1-2 cigarettes *~  1:00 p.m.

1-2 cigarettes 3:00 p.m.

1-2 cigarettes . 5:00 p.m.

1-2 cigarettes ~ 7:00 p.m.

1-2 cigarettes 9:00 p.m.

1-2 cigareites . . 10:00 p.m.

Total 21 cigarettes/day

Staff holds cigarettes

VSH employee purchases cigarettes by takmg off campus 01garette shoppmg trlps >
OT Group, 2:13 p.m. — (Dale 2)

3 patients

1 COTA - :

1 patlent working, 1 rocking in rocking cha1r, 1 studymg construction management

- through correspondence course
“only 3 referred”

Individual Skills, 2:23 p.m. (Basement)
8 patients
4 staff (COTA, 2 AT’s, 1 Tech)
Patient chooses what he/she wants to do
Staff is (according to them):
doing assessments
encouraging social skills -
stress reduction '
COTA —does not know any patient’s short term goal “T know generally what my
patients need.”
Patients bere 30-60 minutes
Patients are scanned at end of group. All patients scanned every tlme they leave the unit before
they go back on to the unit. . -

Brooks Rehab Unit, 2:36 p.m.
- 13 patients
3 RN’s (1 charge, 1 med, 1 teatment)
5 Techs
One on 1:1 (Alzhelmer S, unsteady, falls, combatlve dlsposmon problem).
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- Goals Group™* - 10 patients
- 10-15 minutes _

Positive Thinking Group — 3 patients
Off unit to Canteen®* — 8 patients
Individual Skills Group (AM) — 4 patients
*Green Book — activities for patients — 3 paﬁents
*Walk on grounds — 2 patients

- Individual Skills Group (PM) —2
OT — 2 patients
Counseling session — 1 pat1ent
2/13 went to no groups at all

* Not in Individual Treatment Plan
** May or may 1101: be in Ind1v1dual Treatment Plan

Per unit staff, 8/13 do not need hospital level care and could leave if placement available
(includes forensic patients)
- This evening, patients will have (scheduled)
Current Events Group
. Goals Wrap-Up
~ Library Group -
- Walk ‘
. Patients may choose the group; none of these are OT groups all led by unit staff
Smoking Policy
Some patients restricted .
Some patients carry own cigarettes
Smoke about every 2 hours
7:00 am. — 11:00 p.m.
~ This is about 1 pack per day at 2 cigarettes per smokmg time
Patient bedrooms routinely locked 8:30 a.m. — 10:00 a.m. ‘
Patients can sleep in dayroom undisturbed by staff (says the RN). Can push two
cha1:rs together to sleep. Discouraged from sleeping on the floor,

Liberman Module: Leisure Skills, 1:30 p.m. (Brooks Rehab)
Group actually started 1:40 p.m.
Group title: Recreation for Leisure
6 patients
2 staff
Introductions
Completion of overview of what the group will be about. Continues agenda started at
meeting one week ago. Handout: “Problem Solvmg ' :
Activity Focus Groups handout
Communication Skills handout .
Technique: Role Playing
Impression: Well done group.
Query: How is this intervention fed back into each participants’ CTP?
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B3 Rehablhtatlon
. * Organization
5 Activity Therapists
3COTA . o
2 AT (one BA, one with 28 years experience)
OT consultant 24 hours/2 weeks
' © State retiree - -
Vacant Chief of Therapeutic: Serv1oes (currently under recruitment)
(AT & OT)
Currently 5 AT’s answer to Director of Psychology
“*  Current Task
Roll out of Liberman Psychosocial Skills Modules
"~ e Assignment |
Each ward has at least one AT
Brook 1. -2 -
Brook 2 -2
Brook Rehab —1

AT goes to Treatment Team of their patient, so goes to mulnple Treatment Teams
on ward

Activity Therapy Assessment — done by assigned AT, should be 100%. Also
reassessment every three months.
AT does treatment on his’her own patients’
Groups that draw from all wards are limited to:- °
Liberman Modhiles
or - .
Wellness Recovery
SA
Cooking group x 2
Others like walks
[Individual Skills]
* QGetting Patients to Group
“Ongoing issue”
“Treatment resistant patlents
*  Groups often not attached to Treatment Plan
Especially true of on ward groups, ward staff lead groups
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Supplement # 6

B1 .
Dayroom  institutional appearance
- institutjonal furniture
blind spots from nursing station
Bedroom singles, toilet/sink combo in bedroom
" No storage at all so patients use the floor
Rooms appear leftover from maximum security days
Smoking porch — stinks, it’s a cage
Bathroom — no ventilation, mold, sharp plaster in toilet paper holder
Seclusion room — DOOR OPEN,
This practice of unstaffed unlocked seclusion door must stop.
Hallway ~ doors and locks to bedrooms left from maximum security ward days
) electrical cord across hallway for O, machme for patient on 1:1 was
hazardous :

Hanging Risks
“Supports from air circulator in Dayroom
Bedroom door lock switch -
Smoking porch
Back stairway

B2

More hospital-liké environment than Bl ‘

‘Lunch - patients’ food comes on individual trays -

- staff supervising meals
Hallway . cabinet for patients’ toileting — one cubby per pat1ent
activity schedule posted

Dayroom TV on, room empty

' call button — staff showed up ix 30-40 seconds
Bedroom  a couple of patient’s each had a bureau
Smoking porch - like Bl
Bathroom  good efforts to minimize hanging risks
Seclusion Room — DOOR OPEN

. (see discussion under B2) ' ‘

Restraint — use bed on wheels, bed itself is hanging risk, cannot be attached to floor

Hangmg Risks -
Exposed pipes/ sprmklers on porch
Bathroom sink faucets
Bathroom handicap chair in shower
Back stairwell (used by patients)
Loud Speakers (weight tolerance?)

Brooks Rehab
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More pleasant environment team Bl

~ Bedroom — mostly doubles, dressers in rooms, hang-proof hocks

Bathroom with single toilet and handicap shower; another single bathroom

Closet in hallway with patients’ toiletries — must lock up miany items, even Johnson’s
Baby Shampool! | :

Dining Room — all dining rooms are on wards

Yard with blind areas but at least two staff and video monitoring

Hanging Risks
Electrical socket in Dayroom
Railing in hallway, especially-up ramp in blind area
Fire hose outlet in blind hallway
" Door handle in bhnd hallway to outside courtyard
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